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] ntroductory Remarks* 


It would be redundant for me to talk at any 
length regarding the desire and need of research. 
Most of us have had that inquisitive spirit for many 
years. However, there are a few points on which 
I would like to comment. 

In Massachusetts the rate of the hospitalized 
mentally ill is 588 per 100,000 of the total popula- 
tion. One out of every 170 inhabitants. Since 
97.8% of our patients are over 15 years of age, if 
we take account of that information and make ad- 
justments for the birth and death rates, our figures 
rise to 752 adults per 100,000, or roughly one out 
of every 133 adults in Massachusetts requires hos- 
pital care for mental illness. 

From the medical viewpoint alone, irrespective of 
economic factors, these figures are appalling. How- 
ever, if time permitted going into a more detailed 
analysis of what is happening within the hospitals 
—the efficacy of the various drastic therapies which 
have grown out of research—we would rejoice at 
the sum total of results accomplished in the present 
decade. 

Despite this encouragement there remains much 
to be done. We can and should go along with our 
various current administrative programs to relieve 
overcrowding, segregation, and community de- 
mands. But, by and large, the long-range basic 
answers to our problems as they affect aggregates 
of patients, must be resolved in terms of a continu- 
ation of a strong and active combination program 
of teaching and research: Teaching, to develop a 
reservoir of brains for new lines of inspiration and 
imagination and for future replacements; and re- 
search, to provide adequate outlets for those brains 
in the most useful and interesting channels. These 
two items, teaching and research, must go hand 
in hand as the basic needs. 

Much of the active research, carried on in our 
public hospitals has been made possible through 
a healthy mixture of state and private enter- 
prise. However, every now and then, private 
funds have been curtailed and the state has not 


*The papers in this Symposium were read at a meeting 
of the Massachusetts Society for Research in Psychiatry 
held at McClean Hospital, Waverley, Massachusetts, No- 
vember 9th, 1944, 


been prepared to take up the slack, with a resultant 
waste of “brain-power.” As means of minimizing 
such losses in the future and in an effort to per- 
petuate active worthwhile research, we hope that 
the state appropriating authorities will look with 
favor upon our proposal to establish a Research 
Contingent Fund designed to guarantee the con- 
tinuation (on an 80% cost level) of the research 
supported by private funds in the public hospitals, 
so long as the research projects undertaken are 
deemed advisable and are approved by the depart- 
ment through its Advisory Committee on Psychia- 
tric Education and Research. 


Through the most trying 5 years ever experi- 
enced in our mental hospitals, both private and 
public, a tremendous task has been carried on in 
a most commendable manner. During that time 
the Massachusetts Society for Research in Psy- 
chiatry has been organized. Its ranks have swelled 
with well-trained, young, and enthusiastic re- 
searchers unsurpassed in the field. Then, for nearly 
3 years since Pearl Harbor, with all which that 
implies, its membership dwindled to meet military 
needs. Individual energies have been spread widely, 
in our retrenchment here on the home front, in or- 
der to meet the many additional demands resulting 
from the war impact. But through all of it, re- 
searches have continued and reports and findings, 
positive or negative, expressed through the proper 
medical media. 

This annual symposium is most valuable and 
timely. Its influence is far-reaching. It is an im- 
portant factor in the establishment of policies and 
in the ultimate promulgation of legislation favor- 
able to the welfare of our patients. The detailed 
work of this society and the unselfish efforts of the 
Advisory Committee on Psychiatric Education and 
Research, have been a great comfort and help to 
the department. For that I extend my humble and 
sincere thanks, and express the hope that the work 
will continue with renewed interest and enthusiasm. 


CLIFTON T. PERKINS, M.D. 
Comnvissioner, Dept. of Mental Health, 
Commonwealth of Massachusetts, 
Boston, Mass. 
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Socio-P sychiatric Problems in Rehabilitation’ 
W. MALAMUD, M.D., and I. T. MALAMUD, M.A. 


The present contribution concerns itself 
primarily with the practical aspects of the 
rehabilitation of neuropsychiatric military 
casualties. It departs from the concept that 
the ultimate goal of treatment of these pa- 
tients is their readjustment in the commu- 
nity at a level as near as possible to their 
pre-military status. As one works with 
these patients, whether they be hospitalized 
or ambulatory, one finds a number of fac- 
tors, psychobiological, clinical and _ social, 
that seem to be relevantly related to the 
success or failure of the attempt at rehabili- 
tation. The purpose of this report is to 
present an analysis of these factors and an 
evaluation of their importance in influenc- 
ing the outcome. This defines the scope of 
the present discussion. On the one hand 
we do not include a number of factors which 
may have been of importance in the etiology 
of these conditions or even their immediate 
treatment and management while under our 
care. On the other hand, there are some 
factors such as conditions in the commu- 
nity or in the home which, although not 
primarily related to their psychiatric condi- 
tion, have nevertheless proved to be of im- 
portance in determining the outcome of re- 
habilitation. 

The material which serves as the basis 
of our investigation consists of observations 
made on two groups: 1) Patients hospi- 
talized at the Worcester State Hospital and 
2) outpatients referred to the Psychoso- 
matic Clinic of the Worcester City Hospital. 

In the summer of 1942 the Research Di- 
vision of the Worcester State Hospital be- 
gan an investigation of neuropsychiatric 
military casualties. The original purpose 
was to study the etiology and clinical pic- 
tures and to ascertain the most adequate 
methods of treatment of these conditions. 
It was felt that in this way we could assist 
in the total war effort and at the same time, 





*From the Research Service of the Worcester State 
Hospital and the Psychosomatic Clinic of the Worcester 
City Hospital. 
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since these conditions developed in rather 
unique and uniform settings, such a Study 
might yield new information not discernible 
under other conditions. The main intereg 
was directed to the study of schizophrenia, 
since this disease has been the object of 
investigation of the Research Unit for q 
number of years. 


As the investigation progressed the need 
for expansion in regard to certain aspects 
of the problem became obvious. In the first 
place a proper evaluation of the importance 
of socio-psychological factors in the causa- 
tion of the disturbance could only be reached 
on the basis of a reliable investigation of 
the home and community settings in which 
the patient grew up and the conditions un. 
der which he became sick. Also, since treat. 
ment if successful naturally led to the con- 
sideration of placement in the community, 
the resources there had to be mobilized 
while the patient was treated in the hospital. 
Both of these considerations made it essen- 
tial to develop closer extra-mural links and 


a position of research social worker was 
made available. This position has been oc- 
cupied since then by I. T. Malamud, who 
was personally in charge of gathering ap: 
propriate data and the task of making out- 
side contacts so as to facilitate rehabilita- 
tion. Secondly, it was realized that in order 
to have an adequate understanding of the 
problems involved in neuropsychiatric casu- 
alties in general, and even in schizophrenia 
in particular, one had to have an adequate 
representation of most of the reaction types 
that develop in the military set up. Within 
the hospital, therefore, the project was ex- 
tended to include members of the armed 
forces suffering from conditions other than 
schizophrenia. 

Furthermore, since it is well known that 
psychoneuroses and psychosomatic syt- 
dromes form the largest proportion of mili- 
tary psychiatric disabilities, a further ex 
tension of this field of study was considered 
essential. For this purpose the Psychos 
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matic Clinic of the Worcester City Hospital, 
which has been functioning since early in 
1941 was made available for the examination 
and treatment of veterans. This clinic works 
in close cooperation with the Worcester Vet- 
erans’ Service which refers most of the 
cases that come to the Clinic. Occasionally 
referrals come from other agencies, private 
physicians and from industries. 
General Survey of the Material 
The patients originally admitted to the 
Worcester State Hospital included a con- 
siderable number of residents of other states 
who were studied in the hospital for a rela- 
tively brief period of time after which they 
TABLE 1 
General Information 
50 patients admitted to W. S. H. 
GROUP I 
No. & % Schiz. Other 
Return to a satisfactory 
preinduction adjustment 12 (24%) 4 8 
GROUP II 
Fair preinduction adjust. 
Better adjustment now. 11 (22%) 4 v4 
GROUP III 
Fair preinduction adjust. 
About the same now. ........ 9 (18%) 3 6 
GROUP IV 
Out of hospital, working 
but some symptoms per- 
DS eto srcsesbesssssedeeasecéese 5 (10%) 3 2 
GROUP V 
Still hospitalized .............. 13 (25%) 12 1 
Out of hospital and work- 
DER 37 (74%) 
40 patients treated at W.C.H., P. S. Clinic 
GROUP I 
No. & % Psycho- Other 
neuroses 
Helped by treatment. 


Better adjustment than 


before induction .............. 7 (17.5%) 6 0 
GROUP II 

Returned to preinduc- 

tion adjustment .............. 4 (10%) 3 1 
GROUP III 

Fair preinduction ad- 

justment. Same now. .... 6 (15%) 2 4 
GROUP IV 

Working but symptoms 

Sr 14 (35%) 11 3 
GROUP V 

Not working. Symptoms 

I 9 (22.5%) 5 4 

Employed |... 31 (77.5%) 
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were transferred to their own states. Since 
the present communication is concerned 
primarily with rehabilitation these patients 
are not included. Of the Massachusetts 
group, which comprises about 75 patients, 
we have selected the first.50 who have been 
studied for a long enough period to permit 
an adequate follow up. 

The Clinic patients were, of course, all 
Massachusetts residents and most of them 
were Worcester city residents. About 80 
patients have been seen up to date but only 
40 of these are included, again choosing the 
earliest referrals with a further restriction 
to the patients whose histories could be ob- 
tained and where community investigations 
could be made. 


TABLE 2 
Analysis of Groups I and V of Hospitalized 
Patients 
FACTORS Group I (12 pts.) Group V (13 pts.) 

Age (average) ........ 30 years 25 years 
In service before 

breakdown (av.) 3 months 4 months 
Hospitalized at W. 

a o (Sle (29) 234 months 15% months 
Diagnosis 

Schizophrenic ...... 4 12 

O05 CS 5: 8 3 | 
Somatic Factors 

PYes@nt  wicic.css.c.000 6 3 

POBBORE oncccciscccaiaceac 6 10 
Treatment 

Psychoth., ‘Social 6 2 

Shock Therapy .... i 7 

Endocrine Thera. 2 5 
Heredity 

Do) 7. a re 6 3 

mheta AOL asm Vmih ee, Dae eo 6 ij 

ar OE ee rE 3 
Previous Episodes 

TNOMG? 25 3:251 Ss cccecsbes hes Li z 

C1 5 eee 1 12 
Alcoholism Before 
Induction 

UNSGMION 252 <c ces cicdc cst eae 9 6 

Moderate .............. y 3 

RC BRVYS cocecekincses aces 1 4 


Adjustment before 
Induction 

School 10 good 2 fair 

Economic 7 good 5 fair 


6 good 5fair 2 poor 
2 good 5 fair 6 poor 


Social 6 good 5fair lpoor 1 good 6 fair 6 poor 
Sexual Average Abnormal and none 
predominant predominant 
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In Table 1 we enumerate some general 
facts dealing with these groups. Analysis 
of the 50 patients admitted to Worcester 
State Hospital, is divided into five groups 
of patients, depending upon the outcome of 
the rehabilitation. Group I (12 patients) 
consists of all those who have, as far as we 
can determine, returned to a satisfactory 
adjustment at about the level of the pre- 
induction period. Group II (11 patients) 
takes in those whose adjustment before in- 
duction was only fair. Following treatment 
and placement in the community they have 
made an adjustment superior to that prior 
to induction, although not quite up to the 
level of Group I. Group III (9 patients) 
had a preinduction adjustment similar to 
that of Group II, but their present adjust- 
ment is either the same or slightly below 
their preinduction level. Group IV (5 pa- 
tients) have also been dismissed from the 
hospital although they still present a num- 
ber of obvious symptoms. Finally Group V 
(13 patients) continue hospitalized, either 
here or in veterans’ hospitals. In general, 
therefore, 37, or 74%, of these patients are 
out of the hospital, working, and adjusting 
at different levels of adequacy. Twenty-nine 
of these have already been discharged, hav- 
ing been out of the hospital for more than 
one year; the other 8 have been out for a 
period varying from 6 to 12 months. Pa- 
tients that are still hospitalized have not all 
been continuously in the hospital. Some 
have been out on visit, adjusted for a short 
period of time but suffered relapses and 
have been returned to the hospital. As re- 
gards diagnoses we tabulated the relative 
proportions of schizophrenia and other psy- 
choses. The schizophrenic patients form 
the bulk of the last group, but it is well to 
note that more than half of all the schizo- 
phrenic patients are out of the hospital. 

The lower half of Table I presents a sim- 
ilar analysis of the 40 Clinic patients. Here, 
too, the material is divided into five groups. 
Group I (7 patients) seems to have been 
helped most by the treatment and is ad- 
justing better than before induction. Group 
II (4 patients) has returned to the prein- 
duction adjustment. Group III (6 patients) 
had a history of only a fair preinduction ad- 
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justment and is making similar adjustments 
now. Group IV (14 patients) is employed 
but symptoms still persist. Finally Group V 
(9 patients) is not working and Symptoms 
do not seem to have changed. Of the 40 
Clinic patients, 31, or 77.5% are Working 
and adjusting at various levels of adequacy 
while nine do not show any change from the 
status which brought them to the Clinic 
Since the majority of Clinic patients belong 
to the conglomerate group of the psycho. 
neuroses we have indicated on the table the 
relative proportions of psychoneuroses and 
other conditions in these various groups, ]t 
is interesting to note that the best two 
groups have the highest proportions of psy. 
choneuroses. 


Analysis of the Factors Influencing 
Rehabilitation 


In the attempt to discover the important 
factors influencing success or failure of re. 
habilitation it was considered advisable to 
compare the two extreme groups, i.e. Group! 
in which rehabilitation was most successful 
and Group V where it was obviously a 
failure. In Table 2 we present the results 
of such a comparison of the hospitalized pa- 
tients. The factors tabulated were chosen 
entirely on the basis of valid differences, 
Thus we see that the average age of Group! 
is higher than that of Group V. Also that 
the former seem to have broken down after 
a shorter period of army service than the 
latter.* The patients in Group I remained 
in the hospital for a comparatively short 
period of time. Those in Group V, since 
they are still in the hospital, show a long 
period of hospitalization. The 151% months 
represent an average computation only of 
the periods which the patient actually spent 
at the hospital. All but one patient in Group 
V are schizophrenics whereas two-thirds of 





* This statement may appear as unjustified on the basis 
of the admittedly small difference in the period of time 
“in service before breakdown.’’ We should therefore like 
to point out that 3 months for Group I and 4 months fot 
Group V represent averages which do not represent the 
actual service record. The range of variations in Group’ 
was much greater than in Group I. Most of the patients 
of Group V broke down after a long period (over oe 
year) in service. In several of the patients, however, this 
took place only a few days after induction and this 
brought the average down to 4 months. 
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Group I belong to other types of psychoses 
(paranoid states, manic depressive, etc.). 
Group I showed a relatively larger number 
of actual somatic complications than was 
found in Group V. As far as treatment is 
concerned, psychotherapy and social therapy 
alone were successful in half of the patients 
of Group I, whereas the majority of Group 
V did not respond to psychotherapy and 
either shock or endocrine treatment was re- 
sorted to. 

In regard to heredity we have designated 
as “none” those patients where no history 
of obvious personality disturbances was 
found in the family, 1 plus (+) where mild 
disturbances were recorded and 2 plus 
(++) where there was a family history of 
a heavy hereditary tainting and, in most 
cases, psychotic episodes. We note here 
that all patients in Group I show either no 
positive heredity or only mild deviations as 
contrasted with Group V where the bulk of 
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the patients show + and ++ heredity. 
Episodes of mental disturbance before in- 
duction were found in only one of the 12 
patients of Group I, whereas all but one of 
Group V have had psychotic episodes (from 
one to five) before induction. The majority 
of Group I patients were either not alco- 
holic at all or only moderately so. In more 
than half of Group V there was either mod- 
erate or heavy alcoholism. The school, em- 
ployment and social adjustment of patients 
in Group I were either good or fair. Sex- 
ually most of them showed an average ad- 
justment although there were a few where 
no overt sexual interests have been noted. 
As contrasted to this we find that although 
the school adjustment of Group V was pre- 
dominantly either good or fair there is a 
preponderance of fair or poor economic and 
social adjustment and sexually most of them 
showed either no overt sexual interests or 
some form of deviation. 


TABLE 3 


Analysis of Groups I and V of Hospital Patients (Cont’d) 


Early Home Background 
Differentiating features 


Personality 
Differentiating features 


Precipitating Factors 
Differentiating features 


Clinical Picture 
Differentiating features 


Group I (12 patients) 
Close knié family, sense of re- 
sponsibility, attachment to family, 
pushed by parents, sibling rivalry. 
In general fewer pathological set- 
tings. 
Ambitious, conscientious, 
for affection, insecure, 
prudish, serious minded. 
Nostalgia, worry over family. 
Physical disease, age, interference 
with previous plans. 


desire 
moody, 


Confusion, paranoid ideas, tension, 
anxiety, depression. Rigid affect, 
perplexity. 


ASSETS AND LIABILITIES 


Group I (12 patients) 


ASSETS 
Per. Home Com. 
12 5 LL 10 


Per. 
8 


LIABILITIES ASSETS 
Home Com. Per. Home 
6 i 5 if 


Group V (13 patients) 
Broken and disorganized homes. 
Resentment, particularly against 
father, friction with family. Hos- 
tility, institutionalization. Psychic 
traumata. 

A- and antisocial, sensitive, sullen, 
withdrawn, passive, seclusive, self- 
centered. 

Incompatible personality, resent- 
ment against authority, alcohol, 
could not keep up. Picked on, lat- 
ent homosexuality. 

Inappropriate or flat affect, under- 
active, bizarreness, hallucinations, 
language disturbances, posturizing. 


Group V (13 patients) 


LIABILITIES 
Com. Per. Home Com. 
5 13 13 10 





Table 3 takes cognizance of a number of 
other factors in these two groups. First, in 
regard to the early home background of 
these patients we find that Group I shows 
fewer pathological settings than in Group 
V. Furthermore where positive factors were 
found they consisted of extremely close-knit 
families producing a more than average 
sense of responsibility and attachment and 
a great deal of sibling rivalry. As con- 


trasted with this we find in Group V a high 
proportion of broken and disorganized 
homes, development of resentment, particu- 
larly against the father, friction with the 
family and hostility towards it. Some of 
the patients in Group V were institutional- 
ized (orphanages, foster homes, etc.) early 
in life and quite a few have a history of se- 
rious psychic traumata in childhood. Cor- 
related with this are the most prevalent 
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personality characteristics of the preinduc- 
tion period. In Group I we find ambitious, 
over conscientious persons, with feelings of 
insecurity and strong desires for affection. 
They tend to be moody, prudish, serious- 
minded. In Group V we have asocial and 
anti-social tendencies, sullen, withdrawn, 
passive, seclusive and self-centered individ- 
uals. 

The precipitating factors in the actual 
military situation again show distinct dif- 
ferences. The most frequently encountered 
in Group I were nostalgia, worry over fam- 
ily difficulties at home and, in a number of 
them, induction has interfered with plans 
started shortly before that (engagement, 
new business ventures, education, etc.). Fi- 
nally there is a preponderance of physical 
diseases either contracted in the army or 
present before induction, and the patients 
were on an average older than most induc- 
tees. Most of these precipitating factors 
were such that placed these men at a disad- 
vantage while in military service but were 
not of importance in civilian life. In Group 
V we find the precipitating factors consist- 
ing of inherent personality incompatibility, 
resentment against authority, alcoholism. 
Most of them seem to have been unable to 
adapt to stress conditions, were picked on 
by their colleagues and quite a few of them 
showed latent homosexuality. 

The clinical pictures of the psychoses 
again seem to show definite differences. In 
Group I we find acute confusional states 
with tension, anxiety, depression, paranoid 
ideas, rigid affect and perplexity in many 
of the patients. This is particularly im- 
portant in differentiating the patients di- 
agnosed as schizophrenia in Group I from 
those similarly diagnosed in Group V. In 
this latter group most of the patients 
showed inappropriate or flat affect, under- 
activity, bizarreness, active hallucinations, 
language and thought disturbance and pos- 
turizations. A high proportion of the schi- 
zophrenics in Group V were of the hebe- 
phrenic type. 

Finally on the same table we have at- 
tempted to analyze the total situations, in- 
cluding the patient and his environment, 
that prevailed at the time when treatment 
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was concluded and he was released from 
the hospital. We have classified these as 
assets and liabilities in the person himself 
in the home situation and in the community, 
It is quite obvious that the assets in Group I 
definitely outweighed the liabilities, They 
were not only better adjusted within them. 
selves but they had homes to return to that 
presented fewer liabilities than assets, [py 
the community, there were practically aj] 
assets and no liabilities, i.e., they had jobg 
to return to or that they could obtain, goog 
reputations and consequently readjustment 
was easier for them. The conditions jp 
Group V are definitely less favorable. Ip 
all of them the liabilities outweighed the 
assets and this was not at all limited to the 
fact that the patient still had symptoms. Ip 
quite a few instances the failure in read. 
justment was due to the fact that there was 
either no home or a home of a poor type to 
go to, or difficulties were encountered in the 
community placement. It must be noted 
that in a number of these patients some of 
these subdivisions show both liabilities and 
assets at the same time. For instance, the 
home,may have been comfortable and finan- 
cially adequate but there was friction be 
tween the patient and the family which 
would be considered a liability. On the other 
hand, in some cases any or all of these may 
have represented neither outstanding assets 
nor liabilities. 
TABLE 4 
Analysis of the W. C. H. Clinic Patients 


FACTORS Group I (7 cases) Group V (9 cases) 

Diagnosis 

Psychoneuroses .............. a 5 

NU RNION RS sores eas sitodesbcseetes 0 4 
Average number of clinic 

WARNES? ees isaasadcssceSyooess 7 2 
Somatic Disease 

BRITA. says eects ini cnscoassssto~ 2 9 

PR TN GS aise ssn Sansssseaneaeases 5 0 
Illness or Injury in 
Service 

MORITA. 5s cs scexch sosovencseobvaetss 1 6 

PANE EA seca cea saes sieessadenes 6 3 
Active Treatment 

Psychotherapy ................ c 2 

Social Therapy .............. 7 0 
Preinduction Adjustment 

School 5good 2 fair 7 good 2 fair 

Econom. 5good 2 fair 7 good 2 fair 

Social 5 good 2 fair 2good 6fair 1po0 

Sexual Average Abnormal or no overt 


activities 


predominating 
predominating 
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The patients referred to the Clinic pre- 
sent a somewhat different picture. We must 
remember that, in the first place, these pa- 
tients were not studied as fully or treated 
for as long a period as those that were hos- 
pitalized which made the observations not 
quite as reliable. At the same time, too, 
the majority of clinic patients being psy- 
choneurotic, it was to be expected that the 
factors influencing rehabilitation would be 
somewhat different. In Table 4 we present 
an analysis of the important factors in this 
group. As to age there was no appreciable 
difference between Groups I and V. The 
period of service prior to breakdown again 
showed no difference between the two groups 
put it is interesting to note that the aver- 
age for all the Clinic patients was about 
814 months. In other words, in general they 
have lasted longer in the service before 
breakdown than did the hospitalized psy- 
chotic patients. In regard to diagnosis all 
the patients in Group I were psychoneurotic 
whereas in Group V there was an admixture 
of other types of conditions such as psycho- 
pathic personality, simple adult maladjust- 
ment, etc. Of interest is the contrast in the 
number of times that these patients visited 
the Clinic. This is significant not only as 
an indication of the desire of these patients 
to be helped but also the amount of effec- 
tive therapy that could be carried on. In 
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the first group we have an average of 7 
times whereas in the fifth group the aver- 
age is 2. Quite a few of the latter only came 
once and it is obvious that a single visit 
could not accomplish very much. : 
Actual somatic diseases at the time of 
examination at the Clinic and, what is more 
important, illness or injury incurred in the 
military situation which seemed to serve as 
one of the bases for the development of the 
maladjustment, were definitely less frequent 
in Group I than in Group V. The type of 
treatment the patients received was of im- 
portance. Satisfactory psychotherapy and 
social therapy were carried out in all of the 
patients in Group I whereas only two of 
Group V received any degree of psychother- 
apeutic treatment and attempts at social 
therapy were not successful in any of them. 
The preinduction adjustment is of interest 
in that in Group I we find school, economic 
and social adjustment predominantly good 
with a small number designated as fair. 
Sexually most of them seemed to have ad- 
justed on an average level. In Group V, we 
find the school and economic adjustment 
practically the same as in Group I, but we 
find a definite preponderance of unsatisfac- 
tory adjustments socially and predomi- 
nantly no overt or even abnormal sexual ac- 


tivities in Group V. 


TABLE 5 
Analysis of the W. C. H. Clinic Patients (Cont'd) 


Factors 


Group I (7 patients) 


Group V (9 patients) 
Irritability, somatic complaints, 





Clinical Picture 
Differentiating Features 


Early Home Background 
Differentiating Features 


Personality 
Differentiating Features 


Depression, anxiety, desire to be 
helped, isolated symptoms of con- 
version type, obsessiveness. 
Intelligence superior or average. 


Disorganized home, children neg- 
lected, abusiveness, hostility, sib- 
lings delinquent, patient superior 
to siblings. 

Conditions exerting “toughening” 
influence. 


Hard-working, ambitious, friendly 


to outsiders, sensitive, feeling of 
inferiority because of family. 


ASSETS AND LIABILITIES 


Group I (7 patients) 


ASSETS 
Per. Home Com. Per. 
7 3 6 3 


superimposed upon physical basis, 
lack of cooperativeness. 
Intelligence average, low, border- 
line. 


Broken home, patient “babied” and 
dependent on home, unsuccessful 
sibling rivalry. 

Conditions exerting ‘‘softening” in- 
fluence. 

Immature, peevish, effeminate, 
tied to mother, passive. 


Group V (9 patients) 


LIABILITIES ASSETS LIABILITIES 
Home Com. Per. Home Com. Per. Home Com. 
- 6 0 Z 6 y 9 9 3 
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In Table 5 we present the remainder of 
the factor analysis in our Clinic patients. 
The clinical picture in Group I was marked 
by depression, anxiety, obsessive trends, iso- 
lated conversion symptoms and a frank de- 
sire to be helped. The intelligence of these 
patients was either in the superior level or 
average. Contrasted with this in Group V 
is a picture of irritability, lack of coopera- 
tion and somatic complaints superimposed 
upon an actual physical basis. The intelli- 
gence was average in only a few patients in 
this group, the others being either low or 
borderline. The early home background also 
presents differentiating features. In Group I 
we have such items as disorganized home, 
children neglected or abused, hostility to- 
wards the parents, most of the patient’s 
siblings delinquent and the patient himself 
superior to the others. All of these condi- 
tions seem by their very unsatisfactory na- 
ture to have acted as a “toughening in- 
fluence” throughout the development of 
the individual. In Group V we find a 
home background characterized by friction 
largely over the upbringing of the child 
with, frequently, the result of the patient 
being “‘babied” by the other parent, becom- 
ing dependent on home and showing unsuc- 
cessful sibling rivalry. All of these condi- 
tions have apparently exerted a “softening” 
influence on the patient. As a result of this 
we find correlated types of personality. In 
Group I we find a hardworking, ambitious, 
sensitive person with feelings of inferiority 
primarily because of the poor family set- 
ting and a friendly feeling toward outsiders. 
In Group V we find immature, passive, peev- 
ish, effeminate persons tied to mother or 
family in general. 


An analysis of assets and liabilities in the 
Clinic patients shows them to be similar to 
the hospitalized group in only a few re- 
spects. To begin with we find that in Group 
I personality assets are definitely greater 
than personality liabilities whereas in 
Group V the situation is reversed. The 
home obviously plays an entirely different 
role here and actually we found in our treat- 
ment that the best results were obtained in 
those cases in Group I where we have been 
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able to take them out of the home and plage 
them under better conditions. In Group y 
the return to home meant further cod. 
dling, oversolicitousness and perpetuation of 
symptoms. In the community we find again 
that in Group I the community assets deg. 
nitely outweighed the liabilities, thus giving 
the patient a better chance for adjustment, 
This is contrasted with the situation in 
Group V where the community apparently 
seemed to offer neither assets nor liabilities 
to any appreciable extent. 





DISCUSSION 


The number of patients studied and the 
duration of follow-up period, particularly in 
the case of the Clinic patients, are obviously 
not sufficient to warrant final conclusions, 
Nevertheless they do suggest useful leads 
for further work, especially in regard to 
two major considerations: 1) the types of 
patients and settings that are most likely 
to succeed or fail in rehabilitation, 2) sug. 
gestions for useful changes in procedures, 


1) Rehabilitation Profiles. In regard to 
the first of these we can construct tenta- 
tive profiles of the contrasting types both 
in hospitalized and Clinic patients. 


The setting of the hospitalized patient 
who will be most likely to succeed in re- 
habilitation will be somewhat as follows: 
A person who was inducted at an age older 
than average, who broke down compara- 
tively early in service, whose clinical pic- 
ture, regardless of whether it is schizophre- 
nia or some other personality disturbance, 
is characterized by such symptoms as acute 
confusion, perplexity, tension or paranoid 
ideas and whose psychotic manifestations 
respond to treatment in a comparatively 
short time. He is less likely to show typical 
schizophrenia than other types of psychoses 
and is prone to have some somatic distur- 
bances that contribute to the picture and 
which can be treated successfully. His per- 
sonality disturbance yields more frequently 
to psychotherapeutic methods. In the his- 
tory of such a person we find that he is less 
likely to have hereditary taint, that he has 
had no previous psychotic episodes, his pre- 
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induction adjustment was on the whole good 
and that there has been no excessive alco- 
holism. His early home background has 
peen essentially good, although certain fac- 
tors, such as overattachment to the family 
and a high sense of responsibility, make it 
difficult for him to adjust to an enforced 
and continuous absence from home. In per- 
sonality he is somewhat rigid, highly sensi- 
tive, insecure when away from familiar set- 
tings and given to moodiness. With that 
we can readily see the particular factors 
which would be most likely to precipitate 
his illness in the service. His age and/or 
physical disabilities (either present before 
induction or sustained in the service) place 
him at a disadvantage in competition with 
younger and healthier men in meeting the 
physical stress of the service, but these are 
factors of far less importance in civilian 
adjustment. Similarly, worries over family 
and over plans started before induction, feel- 
ings of attachment to the home and rigidity 
of personality again make it likely that 
when he returns to his particular niche he 
would be able to adjust. We are dealing 
here then with the type of personality who 
responds well to the removal of the precipi- 
tating factors and, given systematic psycho- 
therapeutic treatment, a good home to re- 
turn to and a community which has been 
prepared for his reception, he will be suc- 
cessful in his readjustment. 


Contrasting with this profile of the pa- 
tients in Group I are the patients in Group 
V. Younger in age and having broken down 
after a longer period of service, their psy- 
chotic reactions are more malignant in na- 
ture and react less favorably to psycho- 
therapeutic attempts. In the history of this 
person we have a high incidence of positive 
hereditary factors and of previous psycho- 
tic episodes and evidence of poor adjustment 
in terms of alcoholism, less favorable school, 
economic and social adjustment and promi- 
nent failure in sexual adjustment. Contrib- 
uting to all this in the history is a poor 
early home situation, broken or disorgan- 
ized, with resentment, hostility and friction 
in the patient’s family relationships and 
definite psychic traumata. Here we have 
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persons who long before induction showed 
asocial and anti-social trends, sensitivity, 
sullenness, self-centeredness and_ seclusive- 
ness. It is this type of personality that is 
the most prominent factor leading to the 
breakdown of these patients in the service, 
just as it is the least likely to respond to 
treatment in the attempt to rehabilitate the 
men. Similarly, such factors as alcoholism, 
latent homosexuality and others acting as 
precipitating factors in this group will fol- 
low the patient into his post-service at- 
tempts to adjustment. Finally when we 
consider the fact that in addition to this 
burden of personality inadequacies and per- 
sistence of symptoms the patient has to face 
home and community settings which are de- 
cidedly disadvantageous, we can readily see 


_why the patients in this group fail to re- 


adjust. 


Somewhat different profiles are found in 
the Clinic cases. There we have in Group I 
patients who develop psychoneuroses char- 
acterized by clear-cut conversion symptoms 
accompanied by depression and anxiety. 
They manifest a wholesome desire to be 
helped and are of superior or average intel- 
ligence. They come to the Clinic frequently 
enough to permit a satisfactory program of 
active psychotherapy and social therapy. 
They are not hampered by physical disabil- 
ity or actual physical illness or injury dur- 
ing the service which would tend to anchor 
their symptoms. In their preinduction his- 
tory they show good school, economic, social 
and sexual adjustment. Their early home 
setting is characterized by types of diffi- 
culties which tend to bring out in these es- 
sentially adequate people a “toughening” 
reaction spurring them on to be hard-work- 
ing and ambitious even though sensitive and 
hostile towards the family. Thus we have 
people who go back to the community fol- 
lowing treatment with a better adjusted 
type of personality and to a social setting 
which is more receptive towards them. Con- 
trasted with this we find in Group V a mix- 
ture of both psychoneurotic and other types 
of personality disturbance, clinically char- 
acterized by irritability, somatic complaints 
that are rooted in actual physical disabili- 
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ties* and a lack of desire to be helped. They 
visit the Clinic few times, most of them 
only once, do not get the benefit of active 
treatment and their physical disabilities are 
usually such that they cannot be easily cor- 
rected. The history indicates that, although 
they were fairly well adjusted in their em- 
ployment, they have always been poorly ad- 
justed socially and sexually. Their homes 
were characterized by over-protection and 
solicitousness which lead to a “softening” 
influence, giving rise to immature, peevish, 
passive and effeminate persons tied to one 
or the other parent. Finally they go out 
from the Clinic with personalities which 
have few assets and numerous liabilities, 
into a community which is, at best, neutral 
and frequently actually hostile. 


2) Suggestions for Improvement in Proc- 
edure. Evaluation of the data presented in- 
dicates that in our attempt to rehabilitate 
the disabled veteran we must deal with 
whole settings rather than stress any one 
component. The patient who started out 
with a more robust constitution and favor- 
able developmental background will be more 
likely to make a successful readjustment 
than if he did not have these assets. Simi- 
larly, the less serious the nature of the dis- 
ability the more favorable will be the prog- 
nosis. Both of these assets, however, can 
be and frequently are, more than offset by 
unfavorable home or community settings. 
The converse of this is just as true. The 
most desirable home and community con- 
ditions will not be of much help in the proc- 
ess of rehabilitation if the patient’s illness 
has not been materially affected by treat- 
ment or if he has persistent and severe per- 
sonality deviations. The formulation of any 
plans for dealing with these problems must 
therefore take into consideration all of these 
factors and, at the present time, the follow- 
ing seem to be most essential measures that 
should be emphasized. 





*It may seem paradoxical that in the ambulatory pa- 
tients the presence of physical injury (particularly if serv- 
ice connected) is a poor prognostic feature as contrasted 
with the hospitalized, psychotic patients. It is obvious, 
however, that in a psychoneurotic or psychopathic per- 
sonality the presence of. an organic disease incurred in 
combat will tend to have a perpetuating influence, whereas 
in the psychoses the reverse is true. 
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a) Realizing our lack of an adequate yp. 
derstanding of the nature and etiologic fap. 
tors in the development of these personality 
disturbances it is imperative that systematic 
investigation be carried out in well-equippeg 
and staffed research units of as varied anq 
large groups of such patients as possible, At 
the same time critical analysis of present 
day methods of treatment and the search 
for new methods should be undertaken, 


b) A mobilization of workers in the fielg 
and training of additional personnel to pre. 
pare adequately for the ever increasing loaq 
of such problems is definitely indicated. [py 
view of what was emphasized above this 
should include, in addition to psychiatrists, 
well-trained social workers and clinical psy. 
chologists. 


c) A large proportion of the work can 
be done in suitably equipped outpatient clip. 
ics and, even where hospitalization is re. 
quired, it is most adequately done through 
a preliminary study in such a clinic. It is 
becoming increasingly evident, however, 
that there is a decided dearth of such clinics 
and that most of those that we have are 
concentrated in large metropolitan centers, 
This means that an ever widening circle of 
such clinics must be planned both as regards 
quantity and geographic distribution. 


d) Proper cooperation in dealing with the 
problem can be obtained only on the basis 
of the understanding of it. This would im- 
ply the need of educational measures di- 
rected particularly to those who are ina 
position to help. The psychiatrist must 
reach out for contacts with his colleagues 
in other fields of medicine. The community 
at large must be given an adequate and 
realistic understanding of the factors in- 
volved. Industry, both management and 
labor, must be provided the opportunity to 
appreciate the role they can play in the 
treatment and readjustment of such pa 
tients. Finally, in individual cases, the s0- 
cial worker will have to carry on educa 
tional and therapeutic efforts in order to 
prepare the community for the reception of 
the patient and to secure proper conditions 
for his continuous adjustment there. 
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DISEASES OF THE NERVOUS SYSTEM 


Clinical Impressions of P sychiatric Problems 


* 
Presented by Veterans 
GAYLORD P. COON, M.D., and JAMES E. ROY, M.D. 


A. Psychiatric Out-Patient Department: 
Report 


We have had only 30 veterans in the Out- 
Patient Department over a five-month pe- 
riod from May through September of this 
year. Many of these were seen only once 
and there are six with whom we are having 
regular continued contact. 


Analyzing the material from the point of 
view of diagnosis, psychoneurosis and psy- 
chopathic personality were the most fre- 
quent classifications, occurring 8 times each 
and accounting for more than 50% of our 
cases. The remaining groups in order of 
frequency were psychosis, no disease, epi- 
lepsy and feeblemindedness. The cases with 
whom we are continuing contact are all 
either psychoneurotic or post-psychotic. 


In nine cases we were able to be of some 
specific service in one interview. These were 
either men who had come for aid about some 
specific problem (usually a desire to get 
back into service after discharge) or men 
referred by another agency for advice about 
their contact with it. Even though these 
patients may have had other and more long- 
standing problems, we were able to satisfy 
the immediate need. We feel it is important 
to stress that in many instances a decision 
and immediate aid may be given at the time 
of the first interview and that other prob- 
lems, although recognized, would better be 
left untouched while the aid that the pa- 
tient seeks is being given. We take advan- 
tage of the interview to point out our inter- 
est and to assure them of our desire and 
willingness to help with any other problems 
which may arise. A better relationship may 
be established by our proven ability to be 
of service without attempts to push further 
a treatment for which the patient feels no 
need. 


—— 


*From the Boston Psychopathic Hospital and The De- 
partment of Psychiatry, Harvard Medical School. 


We make no efforts to maintain further 
contact with these men nor to urge them to 
return. Unless the patient realizes that he 
has a psychiatric problem and actively 
wants help there is little to be gained by 
pressing our services upon him. 


The major part of our patients are refer- 
als from social agencies—the American Red 
Cross sending more than any other agency. 
Many of the men referred by the Red Cross 
do not themselves feel that they have a psy- 
chiatric problem or that they can be helped 
by psychotherapy and when some psycho- 
paths feel this way, we must agree. Con- 
sequently, there are many who accept ap- 
pointments but fail to show up, some even 
doing this twice. An equal number appear 
for an initial appointment, accept another 
appointment with varying degrees of enthu- 
siasm or reluctance and then drop out of 
sight. 

Initial contact is usually with a social 
worker who takes identifying data and at- 
tempts briefly to determine the problem. 
This opportunity may also be used to inter- 
pret the function of the clinic. The patient 
is then seen by the psychiatrist who will 
continue to direct the treatment whether he 
carries the case or refers it to social service. 
In actual practice to date, all continuing pa- 
tients are being followed solely with psycho- 
therapy. We plan that in those cases in 
which social service help seems indicated 
that it be carried on by the worker who first 
had contact with the patient. 

In addition to the psychiatric and social 
service staff, we have available the usual 
facilities—psychological tests, electroence- 
phalography, X-ray, laboratory, etc. These 
are used when indicated, at the discretion 
of the psychiatrist. Advice as to further 
schooling or vocational guidance is given on 
a basis of appropriate psychological tests. 

The psychiatrist determines the number 
and frequency of the therapeutic interviews 
although they may often be limited by the 
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working schedule of the patient. To over- 
come this obstacle we hope in the near fu- 
ture to open an evening clinic. Most men 
are seen weekly and for sessions ranging 
from 14 to 1 hour. No deep therapy has 
been done, but some patients have made 
remarkable improvement with the passage 
of time, an opportunity to ventilate their 
problems and a feeling of having an under- 
standing person who is interested in them 
and on whom they can rely. 


An example is the case of a 23-yr. old 
man who came to us referred from another 
psychiatric clinic where they had refused to 
accept him for treatment. He had been dis- 
charged from the Army 1 month previously 
after three years of service, including com- 
bat duty in the South Pacific. Unquestion- 
ably, he had been poorly adjusted prior to 
entering service. A member of the National 
Guard, he was taken into the Army in the 
middle of his first year of college. He was 
unhappy throughout most of his service and 
finally sought psychiatric help on Guadal- 
canal. Hospitalization and discharge fol- 
lowed, the process taking 2 to 3 months. 
Still feeling the need for treatment, he came 
to Boston, obtained a job and finally visited 
our clinic. 

At the initial interview, he appeared to be 
tense and unhappy. He poured out a flood 
of words, little of it concerning his Army 
experience, but mostly about relation to 
family and problems of sexual adjustment. 

During the 6 months that he has been un- 
der treatment, there have been marked 
changes. He looks and feels an entirely 
different person. His relation to his family 
has improved and he is leading a normal 
sex life. He still gives evidence of deep- 
seated problems and may develop further 
difficulties, but we conclude that he has been 
successfully aided in rehabilitation. We are 
continuing contact with him as he is making 
plans for further education. 

The other side of the picture is presented 
by the psychopaths and those neurotics 
whose symptomatology is colored by the de- 
sire for compensation. Some psychopaths 
and neurotics apparently come to the clinic 
with the sole aim of bolstering future pen- 
sion claims by establishing proof of their 
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disabilities. Even when this is brought out 
in the first interview, we attempt to hay 
them return several times for the PUYPoge 
of more complete documentation and firin 
establishment of the diagnosis. Most of 
them failed to keep later appointments even 
when asking for them spontaneously, 
homosexual stated he wanted to be con, 
pletely cured of such desire and failed t, 
come back when this was not promised, 

In only one patient has the pension prob. 
lem served as an obvious hindrance to tregt. 
ment. This patient developed a hystericy) 
disturbance affecting his left hand. (% 
claims he was previously left-handed.) () 
discharge he was given 10% disability, 4 
present an appeal for more pension is pen¢. 
ing and treatment has been ineffectual. 

Based upon even our limited experienc 
we believe that enabling the returned ve. 
eran to recognize our willingness to help is 
of itself an important factor in his rehabii. 
tation. While many cases cannot be cop. 
sidered cured, they may be assisted to, 
reasonably adequate adjustment through 
supportive treatment in a psychiatric Out. 
Patient Department. This can be done most 
advantageously through utilization and ex. 
pansion of existing civilian facilities. Many 
veterans have expressed a dislike of deal- 
ing with Army doctors or the Veterans Ad- 
ministration. Since we are seeking to re 
integrate these men into civilian life, the 
result can be more effectively accomplished 
if treatment is carried on in a civilian clinic 
The fact that existing clinics are closely con 
nected with the medical schools and ott 
standing general hospitals is another impor 
tant factor. 


B. Psychopathic Hospital: Report 


We have seen at the Boston Psychopathic 
Hospital upwards of 150 veterans, of thes 
75 records were closely scrutinized. The d: 


agnostic classifications are tabulated as fo! 
lows: 

Schizophrenic-like turmoil state ........ 40% 
Alcoholic Psychosis .................0:.::00000 114 


Manic depressive, manic psychosis ...... 134 


Psychopathic Personality (with or 
without psychosis) ..............:0:000 124 
Manic depressive, depression. ................ 6% 
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Psychoneurosis abitaic Oe ada RE Coats ea 4% 
Idiopathic epilepSy ......--.-.- eee 4% 
Schizophrenia ...-...-e- ee eeeeeeeeeteeeeeeseeees 3% 


At least forty percent of the veterans fell 
into a well-defined group, bound together by 
suddenness of onset of their disability while 
in military service and a characteristic pat- 
tern of mental symptoms. 

Because of this characteristic picture of 
so large a proportion of the patients and be- 
cause of the widely scattered diagnostic 
classifications of the others, we are devoting 
our remarks to this group. 

The clinical picture was preeminently in- 
dicative of profound disorganization of the 
pehavior and emotional life, a serious break 
in mental equilibrium associated with in- 
tense inner turmoil. 

These patients were often quite restless 
and paced or wandered about aimlessly. On 
other occasions they would stand for long 
periods as if transfixed, staring blankly into 
space. Sometimes they would sit immobile 
for hours with head in hands or they would 
station themselves at a window and gaze 
outside for protracted periods. Some ex- 
hibited odd posturing and waxen flexibility. 
A few had spells of marked excitement with 
threatening, assaultive or destructive con- 
duct which necessitated their seclusion. The 
combativeness and violence of certain pa- 
tients seemed to arise from fear of being 
killed. The majority of the patients in this 
group, however, were fairly docile, gave 
little dificulty in management, submitted 
readily to physical examination and dis- 
played striking orderliness, neatness and 
cleanliness despite serious disorganization in 
other spheres. There was no soiling, wet- 
ting or smearing of feces observed. Several 
had to be coaxed to eat; a few required tube- 
feeding. 

An outstanding characteristic was their 
marked inaccessibility. It was impossible to 
establish a warm relationship with them. 
They usually obeyed orders and cooperated 
with physicians in a curious automatic fash- 
ion, observing a superficial politeness. 

An initial retardation was often noted in 
relation to their utterances. A long pause 


would frequently precede responses to ques- 
tions. Questions would often have to be re- 
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peated a number of times before replies 
could be elicited. They seemed to have ut- 
most difficulty in mobilizing and expressing 
their thoughts. At times they would stop 
short in the midst of a sentence as if sud- 
denly blocked by an inner opposition. At 
other times their powers of expression would 
be suddenly released and they would pour 
forth showers of words and statements in 
a glib, unrestrained manner. Some re- 
mained wholly unresponsive to questioning. 

Many of the patients betrayed marked 
disorder of thought. Their responses to 
questions were vague, elusive and often ir- 
relevant. A few would brush all questions 
aside with the stereotyped reply of “I don’t 
know.” A number of the patients were 
given to involved circumlocution and found 
the greatest difficulty in couching their re- 
marks in definitive, propositional form. 
Some displayed marked incoherence of 
thought, uttering only disconnected remarks 
in a jumble of words. 

Their emotional responses were varied, 
unpredictable and exceedingly difficult to 
judge. Some seemed momentarily swept 
with waves of geep depression or anguish 
and wept copiously. Others seemed gripped 
at times by panic or anger. The most com- 
mon facial expression was one of extreme 
bewilderment. A few had countenances 
which mirrored depression or inner tension 
and anxiety. Several frankly professed a 
feeling of bewilderment or confusion or fog- 
giness, but the majority responded to ques- 
tions regarding their spirits with evasive 
answers. They claimed they felt “cheerful,” 
“fine” or ‘all right” despite obvious tension 
or despondent and perplexed appearance. 
Their statements usually implied a neu- 
trality in mood or an apathy, but their 
demeanor belied their appraisals. Many 
showed the ominous signs of inappropriate 
smiling, unexplained mirthless laughter and 
grimacing which bore witness to grave dis- 
integration of the emotional life. 

There were various indications of marked 
internal disharmony. Strong antagonisms 
and guilt feelings were frequent. It was 
evident from their statements that the top- 
ics of sex and personal value were common 
preoccupations. The inner discord and tur- 
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moil of many had no specific expression 
apart from that which was implicit in their 
restlessness, inaccessibility, perplexity, con- 
fusion, tenseness and chaotic unadaptive 
conduct. Several, on the other hand, ex- 
pressed delusions, appearing in certain in- 
stances to be manifestations of repressed 
factors which had broken through in dis- 
guised, symbolic form. Some patients sought 
to reconcile conflicting trends within their 
personalities by utilizing the mechanism of 
projection to create a distorted world pic- 
ture. They saw the environment shot 
through with elements of depravity, hostil- 
ity, conflict and accusation which were evi- 
dently outward projections of their own un- 
acceptable, repressed desires and inner 
struggles. 

Auditory hallucinations were frequently 
experienced. A number of patients who de- 
nied hallucinations or evaded questions con- 
cerning them, behaved in a manner suggest- 
ing that such morbid subjective phenomena 
were actually experienced by them. Those 
who admitted hearing voices would seldom 
elaborate the topic. At times the imagin- 
ary voices were hostile and accusatory. One 
patient spoke of hearing the voices of his 
mother and brother which evidently pro- 
vided much comfort. 

Almost constant disturbances were gross 
impairment and inability to grasp the mean- 
ing of certain complex material such as se- 
lected stories (e.g. the ‘Gilded Boy Story,” 
etc.). The patients were unable to give con- 
sistent chronological accounts of their past 
lives. In a few instances they even seemed 
confused as to their exact names and place 
of birth. There were huge gaps in their 
memories with relation to general informa- 
tion and current events. Such special arith- 
metical feats as subtracting serial 7’s from 
100 were utterly beyond them. 


The following are illustrative cases: 


S.A., twenty-six, single, the only son of Jewish 
parents, volunteered for Army duty in January, 
1941. He was described as a spoiled boy. Through- 
out his youth he had had temper tantrums. He had 
enuresis and occasional soiling until six or seven. 
He was said to be sensitive, easily hurt and deeply 
religious. His only recreational interest was bowl- 
ing. He was friendly with a number of boys, but 
never exhibited the slightest interest in girls. He 
graduated from high school but never found steady 
employment. When he enlisted he had hoped to 
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remain in this section of the country for pag 
training, but almost at once he was whisked aa - 
to Georgia. This constituted a tremendous disan 
pointment. P- 

During Louisiana maneuvers in the summer of 
1941 he wrote letters to his mother complaining r° 
nervousness and in the midst of the maneuvers hy 
suddenly became confused and unable to remember 
anything while speaking to an officer. He was og 
mitted to a station hospital September 7 1941 
where it is said he lost contact with his surround. 
ings, complained of a spinning in the top of his 
head and kept saying, “I can’t remember.” He re- 
mained in army hospitals till January, 1942, when 
he was sent home. 

At home he just sat about the house Staring into 
space. At times he was restless, washed his hands 
frequently and took several baths a day. He be- 
came antagonistic toward his mother, often flying 
into a rage without provocation. He said people 
made fun of him and his religion and spoke of the 
house being wired with dictaphones. It is saiq 
that he grew perceptibly worse after he had been 
refused work at the shipyard where he had been 
employed immediately prior to his enlistment. He 
claimed they would not reemploy him because of 
his Army discharge. 

In the Boston Psychopathic Hospital, where he 
was admitted February 25, 1942, he was inacces- 
sible and mute most of the time. He would stand 
and stare for long periods. He assumed odd pos- 
tures and at times exhibited cerea flexibilitas. He 
also displayed ritualistic hand washing. March 4, 
1942, he was regularly committed to the Medfield 
State Hospital from whence he was transferred to 
the Veterans’ Hospital at Bedford the following No- 
vember. 


F.H., thirty-two, single, was inducted into the 
Army May 26, 1942. Two weeks later his phycho- 
sis began. He had always been a shy, sensitive in- 
dividual, especially self-conscious in later years he- 
cause of his small stature. Earlier he had frater- 
nized with various young fellows but they had got- 
ten married one by one and he had come to lead a 
rather seclusive existence. He shunned girls he- 
cause of his sensitiveness regarding his size. He 
had always been religious and once talked of be- 
coming a priest. He had not, however, gone be- 
yond the second year of high school. He had never 
held a steady job and was not economically suc- 
cessful. 

During his brief two-week tenure of Army life 
he was unmercifully kidded about his size. None 
of the clothes in camp were small enough to fit him. 
He became increasingly tense, jittery, and confused. 
Soon after his illness developed, he was sent home 
where he remained undertalkative and would stand 
for long periods and stare. At times he was pan- 
icky and talked of losing his mind. Occasionally 
he wept. He insisted on leaving the house and ef- 
forts to restrain him met with marked resistiveness. 

He was admitted to the Boston Psychopathic 
Hospital July 11, 1942. He was seclusive, under- 
active, tense, preoccupied and inaccessible. He would 
stand for long periods and stare into space. He 
looked perplexed and at times was tearful. He fre- 
quently refused to eat. He spoke of voices but 
would give no details. He once said that people 
talked about him. He responded to most questions 
with, “I don’t know.” He was transferred to Bos- 
worth Hospital (a private sanitarium) on July 20, 
1942, and was discharged from that institution nine 
days later. Nothing further is known concerning 
his progress. 


L.R., twenty-two, single, graduated from high 
school, joined the C.C.C., and finally enlisted in the 
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i in August, 1940. He was hosptialized a 
oe ater. August, 1941, because of a psychosis in 


y ; : Se sae 
i displayed marked tension, irritability and 
Bi sireness.” He broke many windows and 
wrote disorganized letters concerning a plan to win 
the war. In July, 1942, he was discharged to his 
own custody and he returned home where he found 
work in a shipyard and also studied home radio 
S. 

ie wes admitted to the Boston Psychopathic 
Hospital, May 12, 1943, after an impulsive, suicide 
attempt in which he took iodine. He was preoc- 
cupied, perplexed and displayed marked initial re- 
tardation in speaking. At times he seemed apa- 
thetic. He spoke of voices and whisperings. Pic- 
tures in books moved and made faces. 

He had always been a shy, sensitive, seclusive 
poy who felt that he was different from others. He 
was especially sensitive about his mother’s insanity. 
He was resentful to think that she had disrupted 
the life of the entire family by her illness. He felt 
that others talked about her insanity and treated 
him differently because of it. He had no interest 
in girls. He worried over masturbation and had 
once expressed the wish to be castrated in order 
to solve his sex problem. 

He was committed to Grafton State Hospital May 
20, 1943, and was transferred to the Veterans’ Fa- 
cility at Bedford July 1, 1943. 


C.B., twenty, single, a member of the Coast 
Guard for eight months, was entered in the Marine 
Hospital, Brighton, Massachusetts because of queer 
actions. He had wandered to Boston from Florida 
without reason. His attempt to disrobe himself on 
the stage of the auditorium of the hospital during 
an entertainment led to his admission to the Bos- 
ton Psychopathic Hospital June 18, 1943. There 
were no facts concerning his earlier life history. 
His facial expression reflected bewilderment and 
confusion. He spent much time gazing out of the 
window. At times he wandered about, looking per- 
plexed, and seemingly searching for something. He 
often stood stiffly in the middle of the ward for 
long intervals. He was fairly cooperative and neat. 
He said he was not depressed but felt mixed up. 
He added, “I want to go home and see my mother.” 
He said he had a venereal disease and people were 
talking about him—they could smell his discharge. 
(Actually, no signs of venereal disease existed.) 
He admitted hearing voices. They said, “You are 
all clapped up.’”” His memory was poor. He could 
not give a clear account of his past life or the 
events leading up to his hospital admission. 

He was discharged to the Coast Guard for trans- 
fer to the Naval Hospital in Bethesda, Maryland, 
June 30, 1943, after some improvement. No fur- 
ther word has been heard relative to his progress. 


C.R., thirty-two, married, was a longshoreman 
who took to sea in the merchant fleet a year before 
his psychosis developed. His ship was torpedoed 
in the Red Sea and he returned to America with 
other survivors when he commenced to act pecu- 
liarly. On arriving in the Port of Boston he as- 
saulted two men who were detailed to escort him 
to his home in New York. 

He was admitted to the Boston Psychopathic 
Hospital, October 24, 1942. He appeared perplexed. 
At times he grinned foolishly. He stood for long 
periods and stared out of the window. He would 
also sit long hours with his head bowed and his 
hair over his eyes. He was inaccessible most of the 
time. When he did reply to questions his answers 
were irrelevant or incoherent. He was somewhat 
distractible. His emotional state was difficult to 
fathom. He said, “I feel all right so far. I want 
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to go outside and get a drink.” His memory was 
poor. When asked the date, he said, ‘I can’t recol- 
lect it. Time flies. It ought to be August.” (Ac- 
tually, it was Saturday, October 24, 1942.) He said 
it was “about Friday.’”’ He could not give the year. 
Relative to his family history he said, “I got to 
recollect in my mind a little. I got to get on the 
outside and get some air to answer you. I lost 
track of everything. All I know is I’m in a bug 
house.” He was not sure whether he was in Boston 
or New York. He could not recall where he was 
born. 


He improved rapidly and was sent to the Marine 
— Brighton, Massachusetts, November 2, 

The clinical picture described above is 
not altogether novel. It is kindred to the 
melancholia attonita known more than a 
century ago. It bears close resemblance to 
the motility disorders of Kahlbaum, to the 
catatonic dementia praecox of Kraepelin, 
but it is not precisely the same as _ these 
classical disorders. It has its own peculiar 
stamp, its own special blend of symptoms; 
it is more narrowly delimited. It occurs al- 
most always in the same setting, namely, 
that of military service. It was a clinical 
picture familiar to psychiatrists in the last 
world war, and was well known to Army and 
Navy psychiatrists who saw it in the armed 
forces in peace time. A variant was ob- 
served in C. C. C. camps. 


Porter! has referred to this disorder as an 
acute confusional turmoil state, and has laid 
stress on its development in seemingly nor- 
mal young soldiers, usually new in the serv- 
ice, far from home and distraught by home- 
sickness and various personal problems in- 
herent in their new, restricted mode of life. 
Porter saw a kinship between these disor- 
ders and certain prison psychoses which de- 
velop in persons held captive away from 
home and family. In the present series of 
cases there were certainly several who had 
acute nostalgia as a precipitating factor. 
Inner conflicts pertaining to sex seemed 
equally disturbing to the equilibrium of our 
patients. 

In the past the benign character of these 
special Army psychoses has been stressed. 
Emphasis has been placed upon the fact that 
such psychoses exhibit many of the ear- 
marks of the ominous, deep-seated, pro- 
foundly disorganized mental states of hebe- 
phrenic or catatonic dementia praecox, but 
that unlike the latter they do not remain “in 


147 








DISEASES OF THE NERVOUS SYSTEM 


status quo” or progress to characteristic end 
stages of dilapidation and dementia but clear 
up completely in a few days or weeks. The 
patients usually begin to improve soon after 
hospital entry or immediately upon starting 
on a homeward journey. 

The patients reported upon in this review, 
however, though presenting an onset of 
symptoms and clinical picture seemingly 
identical to the benign forms described in 
military service, have failed to regain their 
equilibrium. The majority of those we are 
able to trace are still in hospitals after a 
lapse of many months. Obviously, they 
would never have come to the Boston Psy- 
chopathic Hospital in the first place had 
they been members of the benign group. 
Some improved shortly after their break- 
down in the Army only to relapse later dur- 
ing the difficult period of readjustment to 
civilian life. 

The patients of the schizo-affective or tur- 
moil group observed by Porter were more 
deeply depressed, less given to incongruity 
and disorganization of emotional expres- 
sion. They were also described as essen- 
tially normal persons prior to their illness. 
Sixty-six percent (20 out of 30) of our pa- 
tients were definitely known to have exhib- 
ited anomalous pre-psychotic personalities. 
Information regarding personality traits in 
twenty-seven percent was inadequate. Thus 
a high percentage of our patients had been 
unstable, poorly integrated individuals with 
anomalous personalities prior to their army 
experience. Shyness, sensitiveness, seclu- 
siveness, frequent neurotic traits (temper 
tantrums, nail biting, sleep-walking, night- 
mares, enuresis, etc.), diffidence and disin- 
terest relative to girls, morbid preoccupa- 
tions with sex topics, frequent bitter antag- 
onism, ill-balanced enthusiasms—often in- 
volving religion and philosophy, and in gen- 
eral a demonstrated failure to get on with 
the business of life successfully before their 
enlistment are factors which emerge in a 
review of their personalities. The patients 
conceivably represent the most vulnerable 
constituents of the schizo-affective or tur- 
moil group referred to by Porter. They dif- 
fer from the more benign cases in being 
made of inferior stuff, a less robust variant, 
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less resilient, less capable of reintegration, 

It may be necessary to revise our con- 
cepts concerning the group of soldiers With 
acute schizo-affective disturbances, Perhaps 
a careful inquiry into their later history 
would show that there are many who have 
not held their initial gains but have slumpeq 
into chronic disorders with more ominous 
disorganization of behavior and emotiona| 
life. 


One purpose of this review has been to 
marshal those emergent facts which may be 
of practical use in facilitating the rehabjjj. 
tation of disabled veterans. With respect 
to the group of patients under discussion, it 
is clear that care in a mental hospital is aj] 
that can be offered as an initial step. Many, 
however, showed at least some early im. 
provement while still under treatment in 
Army hospitals and were discharged to their 
own custody or to the care of their families 
to tackle readjustment in the community (a 
formidable task at best) without further 
psychiatric guidance. In many instances, 
they foundered helplessly, were unable to 
reestablish themselves in jobs or to renew 
old social contacts. They languished about 
the house, ruminating over painful personal 
problems and permitting antagonisms and 
discontents to become more acute. They did 
not seek relief from their pent-up tensions; 
they failed to seek psychiatric help which 
might have provided a means of ventilation 
of their problems and proffered reassurance 
and aid with respect to a more suitable pro- 
gram of living. Although it is purely con- 
jectural, it seems likely to us that a number 
of the patients might have been spared a 
relapse had they had the supervision and 
treatment of a psychiatrist in an out-patient 
clinic immediately following their discharge 
from the armed forces. A plan to place psy- 
chiatric service at the disposal of such pa- 
tients as soon as they are launched in civil- 
ian life is imperative. Such procedure might 
rescue many from a protracted psychosis. 
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DISEASES OF THE NERVOUS SYSTEM 


A Discussion ot the P sychiatric Aspects of Rehabilitation 


JACOB E. FINESINGER, M.D., and ERICH LINDEMANN, M.D.* 


The rehabilitation of the returning vet- 
eran presents problems of utmost public in- 
terest. Politicians, industrialists, clergy- 
men, physicians, and finally, psychiatrists, 
poth within and without the armed forces, 
are all searching for a solution. The prob- 
Jems presented are not only practical, but 
extremely urgent, for already men have been 
sent out to the community from the army, 
navy, and coast guard. Most of these men 
have been discharged because of a diagnos- 
able psychiatric illness, which, in many in- 
stances, existed before the patient joined 
the armed forces. These men must make 
some type of adjustment to their civilian en- 
vironment. Their difficulties are essentially 
those seen in psychoneurotic patients, whose 
symptoms are a severe handicap in almost 
any type of adjustment, whether it be in the 
family setting or in the civilian community. 
These are the obvious problems well within 
the province of the psychiatrist and will be 
unusual only in regard to the large number 
of patients. 

When the war is over, thousands of nor- 
mal men will be discharged from the armed 
forces. They will be confronted by a com- 
plexity of problems which must be resolved. 
The family and social dislocations attending 
the return of great masses of soldiers dis- 
charged at the end of the war are bound to 
involve acute problems of readjustment even 
for normal men. Can the psychiatrist be of 
help to the normal veteran in anticipating 
or alleviating the inevitable conflicts which 
result in personal, family, and social fric- 
tion? It is our belief that the psychiatrist 
can contribute his special knowledge of the 
laws which govern readjustment after a 
crisis. 

If the soldier is injured physically, chan- 
nels for helping him with his somatic handi- 
cap will be offered. Although the psychia- 
trist may be asked to help him in accepting 
his handicap, by and large this work will re- 
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main in the hands of the surgeon, ortho- 
pedist and other somatic specialists. If he 
has a frank psychosis, there will be ample 
facilities in government hospitals to provide 
care and treatment. The major concern for 
us as Civilian psychiatrists will be the mid- 
dle land of the so-called minor mental dis- 
orders: the psychoneuroses, psychosomatic 
difficulties and the minor changes in beha- 
vior which are likely to follow disturbances 
in the equilibrium of the social environment. 

It seems appropriate that representatives 
of general hospital psychiatry should dis- 
cuss this borderland because our work in the 
neuroses of civilian life and in the medical 
and surgical conditions aggravated by psy- 
chogenic factors has made it necessary to 
study crises in social adjustment and their 
effect on behavior. 

In order to throw some light on these 
problems, we propose to discuss our recent 
experiences in working with patients having 
minor psychiatric disturbances. These con- 
sist of observations made upon a series of 
250 members of the armed forces seen in 
military hospitals. In addition, we should 
like to present observations on the imme- 
diate effects of a disaster, which were com- 
piled after the Cocoanut Grove fire. These 
data deal primarily with the effect of severe 
bereavement occasioned by disasters. We 
should also like to report on a small num- 
ber (78 in all) of men and women seen in 
our clinic whose symptoms were obviously 
related to crises created by the war. In 
order to present a rounded picture of the 
problem, we will refer briefly to the litera- 
ture on these problems, and consider also 
the situational and psychological factors 
which play a role in the readjustment of the 
discharged veteran. 


A. Clinical Examination of Psychiatric 
Patients in Military Hospitals 
During the past two years we examined 
approximately 250 patients who have been 
returned to military hospitals for neuropsy- 
chiatric illnesses. Over 60% of this num- 
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ber were diagnosed as having psychoneu- 
roses of various types. Approximately 75% 
of the psychoneurotic group had symptoms 
of frank anxiety, with or without other psy- 
choneurotic symptoms. Most of the patients 
seen in 1942-43 had not been exposed to 
combat. Eighty per cent of their past his- 
tories indicated the presence of early neu- 
rotic traits, and the presence of symptoms 
prior to enlistment. During the year 1943-44, 
however, more patients were seen who had 
been exposed to combat. In many of these 
a past history of neurotic traits or history 
of frank psychoneurotic symptoms could 
not be demonstrated. Of the total group of 
250 patients, a small percentage was treated 
and returned to active but limited duty. 
Eighty per. cent of the psychoneurotic pa- 
tients examined were recommended for dis- 
charge from the armed forces. These psy- 
choneurotic patients form by far the largest 
group of psychiatric disabilities and will 
command the attention of available psychia- 
tric facilities in the immediate future. 


B. Civilian Observations 


The Cocoanut Grove catastrophe offered 
an opportunity to study the reactions of in- 
dividuals to a serious crisis. In the reac- 
tions of the victims and of their families, it 
appeared that the overwhelming sorrow and 
grief were invariably linked to a personal 
conflict of the individual.t Stimulated by 
these observations, a large number of cases 
suffering from acute bereavement were 
studied. It was possible to differentiate so- 
called normal reactions to grief from mor- 
bid reactions. The normal reactions were 
characterized by the individuals frankly ac- 
cepting the pain and suffering connected 
with the bereavement. When a tolerable re- 
lationship to the image of the deceased per- 
son had been found, the individual freed 
himself and was able to make a more realis- 


tic adjustment in the altered social setting.’ 

In those instances in which the death with 
its consequent social adjustment could not 
be accepted, a variety of clinical symptoms 
were observed. States of anxiety, hysteri- 
cal symptoms, apathy, and the loss of spe- 
cific behavior patterns which had meaning 
only in relationship to the deceased were 
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frequently seen. In some patients, thig Mor. 
bid identification with the deceased leg to 
odd changes in behavior, such as copyi 
the ways of the deceased; in other patien 
states of hostility directed against every. 
body, even the psychiatrist, were observed, 


’ 


C. Observations from the Clinic 


Our studies on patients seen in the clinic 
resulted in observations on a group of jp. 
ductees rejected by the army and on a sma 
group of discharged veterans. The indy. 
tees were, on the whole, puzzled by their re. 
jection. They had guilt feelings over having 
possibly misrepresented their condition, ang 
above all had difficuty in refitting themselves 
into the neighborhood which they had left 
only a few days before. Having been “cele. 
brated off,” they worried about thei 
chances of being re-accepted into the group, 
The fact of their alienation had become q 
conspicuous problem. 

The most striking problem in the smal] 
number of veterans was inability to feel as 
they wished to feel upon return to their pre. 
vious status. Impotence, lack of feeling 
about the ordinary concerns of civilian life, 
restlessness, and a vague hostility and dis. 
dain for civilians, including the psychiatrist, 
were characteristic. It was possible to keep 
these patients in treatment only if a press. 
ing current problem had to be handled, such 
as a threatened divorce because of aliena- 
tion from the wife, a refused claim for com- 
pensation, or a severe medical symptom such 
as peptic ulcer. Some patients came re 
luctantly, listened restlessly, and did not 
return. 


D. Reports from the Literature 


The literature dealing with the adjust: 
ment of veterans of World War I was pri- 
marily concerned with the problems of com: 
pensation for service-connected injuries. 
The discussion as to whether or not psycho- 
neurotic difficulties should be the basis for 
compensation resulted in a shift in emphasis 
from moralistic to dynamic concepts. The 
earlier discussion, which focused on the di- 
agnosis of sickness versus malingering, 
gradually gave way to an interest in a study 
of the specific forms of emotional distress 
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and a consideration of the relationship be- 
tween specific types of reactions and the 
overwhelming stimulus. 
Recent medical reports from the battle 
fronts dealing with the anxiety states and 
reactive depressions found after battle ex- 
perience (often called “combat fatigue’’) 
concur in stressing the characteristic devel- 
opment of an emotional crisis. Grinker,?* ».¢ 
Sargant and Slater,* and Murray,’ all agree 
that severe emotional disturbance, such as 
intense fear during battle, plus either a rup- 
ture of personal relationships (loss of com- 
panions, superiors), or a conflict involving 
personal relationships, are the prerequisites 
for precipitating a severely disturbed emo- 
tional state. This abnormal emotional state 
can be alleviated by permitting the patient 
a discharge of such morbid emotions as 
rage, guilt, or fear, by catharsis. In addi- 
tion to reliving the disturbing experience 
under hypnosis or barbiturate anesthesia, 
the specific conflict must be aired and the 
patient must be helped to rebuild his self- 
confidence and to develop a set of behavior 
patterns acceptable to the group. In addi- 
tion, the combination of pentothal and in- 
sight therapy with other treatments, such 
as the prolonged sleep treatment, sub-con- 
vulsive insulin treatment, and the use of 
ergotamine tartrate,° have been reported 
with varying degrees of success. Another 
new contribution, still to be evaluated, is the 
use of group psychotherapy.’ Large num- 
bers of patients have been helped by the 
use of these methods. Those who are not 
helped, because of lack of personnel, or be- 
cause of the severity of the disturbance, are 
discharged and will eventually come to us 
for further care. 

As to the practical management of these 
patients, there seems to be agreement on 
the necessity of avoiding the development of 
a compensation neurosis. There is an al- 
most unanimous opinion among psychia- 
trists that the chronic doling out of monthly 
checks as compensation for having a neu- 
rosis adds to the duration of the symptoms. 
The concensus is that compensation should 
be settled as soon as possible by payment of 
a lump sum. Other suggestions as to the 
use of compensation and vocational training 
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as incentives toward getting rid of symp- 
toms rather than toward holding on to them 
are worth consideration and trial. 


E. Psychology of Readjustment for the 
Soldier 


1. The Effect of Army Life. It would 
seem that the essential psychiatric problem 
involved in joining the armed forces is that 
of alienation. 


In the first place, the civilian upon induc- 
tion into the service must surrender his own 
peace time values. He has been taught in 
school that as civilization advances, greater 
sensitivity develops with regard to the lives 
and rights of others. A greater tolerance 
is developed toward the rights of the indi- 
vidual and emphasis is placed upon the cul- 
tivation of the uniquely individual traits. 
We tend to move away from barbarism and 
the use of brute force and power. Men are 
taught that the end does not always justify 
the means. In war, all this is completely 
changed. The realistic idea that above all it 
is important to win takes over. Winning a 
war means killing or overpowering the en- 
emy. All members of the enemy nation be- 
come automatically “enemies.” No discrimi- 
nation may be allowed. Violent emotions 
break through the civilized veneer and al- 
most any means become justified. Sensi- 
tivity to certain human qualities must not 
exist and many human traits which differ- 
entiate the civilized man from the cave man 
go into the rubbish heap. When the war is 
over, the slow process of developing sensi- 
tivity must start all over again. 


When the young man joins the armed 
forces he surrenders his individual initi- 
ative and bends all his efforts toward be- 
coming a cog in a complex machine. He 
learns to subordinate his own planning and 
actions to orders, often of an impersonal 
superior and it becomes necessary to sup- 
press the desire for inquiry and for under- 
standing. At the same time, the soldier 
knows that his basic needs will be taken 
care of by the same impersonal system that 
gives him his orders. After the war he must 
learn to make his own decisions. For some 
people it is not easy to shake off the de- 
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pendent attitude and again assume an adult 
relationship to the civilian world. 

Within this military framework there oc- 
curs a rupture of peace-time social relation- 
ships (which of necessity implies aliena- 
tion) ; there is an adjustment to a new group. 
The cessation of interaction with family, 
friends, and co-workers brings about the 
loss of the patterns of behavior previously 
used. In addition to that, the soldier is 
forcefully “indoctrinated” with a set of pat- 
terns specific for army life. As he loses the 
freedom of decision and choice marking ci- 
vilian life, his actions are no longer gov- 
erned by consent and self-motivation, but 
by command. The soldier’s means of com- 
munication with others are military bulle- 
tins and rumor, instead of newspapers of 
his own choice or the radio. Even his lan- 
guage becomes that of the military; his re- 
lationships to those around him are those 
between superior and inferior. All of these 
factors result in an intense emotional tie to 
the group with which the soldier shares 
most of his daily activities and perhaps ul- 
timately his fate. The importance of this 
intense group experience is shown in reports 
of soldiers with combat neuroses. The loss 
of a valued officer or of a buddy, guilt feel- 
ings upon separation from the group, long- 
ing for return to the group and a powerful 
need of maintaining the appreciation of the 
group all have become important motiva- 
tions playing a role in the crisis precipitat- 
ing these neuroses. 

Returning to his family, the soldier finds 
that his feeling tones have become those of 
the young boy who derived his strongest 
gratification from his status in his boyhood 
group. He has to learn again the kind of 
love and devotion characteristic of family 
life. So far as companionship goes, he has 
to be satisfied with the competitive system 
of social relationships prevailing in our so- 
ciety. And finally, he has to adjust to a life 
in which he is to find his own big cause and 
his own big group with which to identify 
and for which it seems worth while to spend 
his energies.*® 

Similar changes take place in connection 
with the area of job adjustment. Here again 
the qualities which make for success in a 
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job must be suppressed. The initiative, de. 
sire for responsibility and the special] gifts 
a man brings to his work have no plage in 
a military machine. In addition, in the 
ent state of our economy, the soldier knows 
that those who have not been in milj 
service and are still at the old job may prog 
directly from the war and indirectly from 
his absence. 

In brief, the sacrifices demanded of mog 
soldiers are great. They must be made ing | 
variety of areas—the personal, the ideolog. 
ical, the familial, and the social. The prog. 
ess of indoctrination, careful training in one 
detail of operation and the knowledge of 
what one is fighting for help considerably 
in mitigating the sacrifice. These are some 
of the main factors that play a significant 
role in the adjustment to military life. When 
the soldier is discharged from the service, 
he is again brought back to a civilian worl 
with the peace-time ideologies. The veteran 
is not the only one—there are millions of 
others who must return to the quieter, less 
exciting life. The veteran is no longer in 
mortal danger. He is left to his own de 
vices to start all over again in his process 
of readjustment. 

2. Changes in Home Setting. The war has 
also radically changed the play of social in- 
teraction in many neighborhoods to which 
the soldier returns. New income from war 
jobs, less supervision for the children, and 
a relative scarcity of men have tended to 
bring about a new equilibrium which wil 
require a period of readjustment. 


During the soldier’s absence his home set- 
ting may also have changed. We have seen 
five cases in which the wife upon the retum 
of her husband felt herself estranged and 
felt that the only honest thing to do was 
to get a divorce. Worrying about her hus- 
band’s fate and courageously anticipating 
the possibilities of adjusting without him, 
the wife had undergone the sort of mental 
process which patients have to work out in 
bereavement and had emancipated herself 
from the image of her mate. In these cases 
it was important to emphasize the necessity 
of a gradual readjustment in order to re 
establish the former relationship. This often 
was especially difficult, because after hav- 
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ing been apart and communicating only by 
letters, both individuals had tended to idol- 
ize one another and then there was an emo- 
tional let-down when they again saw each 
other’s short-comings. The problem is fur- 
ther complicated by the fact that many 
women have abandoned the role of house- 
wife to take jobs and, having liked this new 
role, are reluctant to return to their pre- 


vious status. 

Our own experience with discharged vet- 
erans indicates that the veteran upon his 
return demands immediate adjustment in 
all of these complex relationships. He has 
made his sacrifice, often in his way of think- 
ing, for the civilian population. Upon his 
return, he expects to be welcomed back at 
once, not only in terms of glorious phrases, 
put in terms of prepared plans along prac- 
tical lines. Some men little realize the com- 
plex process of personal adjustment that is 
involved which cannot be resolved over- 
night. 

The readjustment to the new family ori- 
entation alone is often precarious, and may 
lead to unhappiness and symptoms. Since 
immediate and rapid readjustment is im- 
possible, the veteran finds himself bewil- 
dered and frustrated. Here again the de- 
gree of frustration and the reaction to it is 
a relative matter. The less stable may de- 
velop symptoms, immediate or delayed. The 
more stable, and there are many, are able 
to function in spite of the disappointment 
and proceed to handle their problems in a 
constructive way. 

3. Readjustment at Home. The most com- 
mon reaction to this almost inevitable feel- 
ing of defeat is hostility which may mani- 
fest itself directly in anger, disdain, criti- 
cism, or disgruntledness. It may be directed 
against the existing institutions or against 
certain specific individuals. More often it 
is displaced and asserts itself in a variety 
of ways. Oftentimes the veteran is not even 
conscious of that hostility; all he knows is 
that he feels restless, wants to get going, 
but finds that impossible. An example of 
this we found in a recent discussion with 
the physician at a large industrial plant. He 
noted that six to eight weeks after return 
to their jobs, a high percentage of veterans 
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became conspicuous because of restlessness, 
inability to concentrate, incapacity to stay 
at the plant throughout the day, and pre- 
occupation with problems of readjustment 
involving compensation and family difficul- 
ties and dissatisfactions with community 
life. The absence of a powerful morale- 
building agent, the absence of a powerful 
motivation toward sacrificial endeavor for 
the sake of a big cause, resulted in a let- 
down and preoccupation with petty crises 
of everyday living and to a longing for some 
fraternal organization presenting a big goal. 

The hostility is in many cases directed 
against the civilian population. Demands 
are made in one way or another for special 
privilege. As a rule, these demands are 
made against the government, which, in the 
last analysis, was the actual agent that re- 
moved the man from his peace-time equi- 
librium. Since the individual is helpless in 
his demands against the government and 
existing institutions, pressure groups are or- 
ganized both locally and nationally. These 
organizations demand recognition and in- 
sist on a voice in legislation for special priv- 
ilege. 

There is another reason, too, for forma- 
tion of a veterans’ group. When the indi- 
vidual finds himself balked in his attempts 
at immediate adjustment, he tends to fall 
back to previous behavior patterns in which 
the specific disappointment was not present. 
He looks back at the recent past when his 
needs were taken care of, when he was a 
member of the armed forces. He falls back 
on his buddies and finds satisfaction with 
them in the more pleasant and adolescent 
aspects of their earlier relationship. This 
makes again for the formation of an organ- 
ized group of veterans. Belonging to such 
an organization, in addition to offering a 
realistic program for the attainment of spe- 
cial privilege, also gives the veteran the 
comfort of companions with similar needs 
and ideas. However, these organizations 
may tend to promote certain tendencies to- 
ward dependence and may ultimately inhibit 
the individual from facing the factors in- 
volved in a return to civilian adjustment. 

The veteran may displace his hostility 
from the government to various other in- 
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stitutions: He finds it difficult to adjust to 
the new family orientation. If his contact 
is with doctors, his hostility may come out 
in actually battling them or may come out 
by his developing symptoms which may 
baffle the physician. He may be directly un- 
cooperative or may, in a more subtle way, 
hang on to his symptoms in order to get 
compensation for his ill health, He may 
vent his disdain at his employer or at the 
conditions of employment. We believe that 
the aggressive and hostile reaction to the 
initial frustration plays a significant role in 
behavior of this type. 

These are the essential problems of re- 
habilitation. They must be faced by all 
members of the armed forces on their re- 
turn to peace-time modes of living. The 
need to make these adjustments exists for 
all men. 


F. Formulation of the Psychiatrist’s 
Problem 


We are thus confronted with the unique 
problem in which the psychiatrist is asked 
not only to cure manifest neuroses and psy- 
chosomatic disorders, but also to be alert to 
the potential threat to mental health inher- 
ent in the crises of readjustment. We would 
like to win over for psychiatric work those 
patients who have manifest symptoms. We 
would also like to recognize and reach those 
veterans liable to have delayed reactions, 
whether they be symptoms or changes in 
behavior. The psychiatrist cannot be satis- 
fied to wait for patients to come to him. He 
must fill the role of public health officer, by 
trying to reach the veteran before the de- 
velopment of symptoms or behavior dis- 
orders. 


What is needed is an enlightened process 
of discharging the men with directives to 
seek psychiatric help. Reception centers 
should be organized with intelligent person- 
nel to recognize those endangered in their 
readjustment and to assist the others in job 
finding, re-establishing family relationships, 
friendships and contacts with the commu- 
nity. We must review what we know and 
make it articulate to all who are concerned 
with the welfare of the returning veterans. 
There are far too few psychiatrists in the 


154 


MAY 


community to handle the problem, ang Some 
aspects of the work and procedures might 
well be delegated to other workers, just 4. 
the fundamental knowledge of genera] hy. 
giene has become common property, The 
details of this process require the best 
thoughts of all. In addition, an education) 
program making available what we have ty 
say to the general medical profession, t, 
community authorities, social agencies, jp, 
dustrial personnel and clergymen should be 
the concern of our intensive thinking, y 
some articulated program to place the Dsy- 
chiatrist in the forefront of this menta] hy. 
giene effort could come out of this meet : 
we could do much to enlighten the comm. 
nity on a subject which is causing bewj. 
derment and anxiety. 


The following suggestions are deeme 
helpful in the resolution of these problems: 

1. Before discharge each member of the 
armed forces should have a period of “de. 
doctrination” lasting from days to weeks 
during which time the factors in the proces 
of adjustment to civilian life could be dis. 
cussed and presented by means of movies 
and talks. Attempts should be made to go 
into the practical needs of the service man 
and plans should be worked out even be 
fore the soldier is discharged. 


2. Adequate referral agencies should hk 
organized through a variety of civilian or- 
ganizations. The function of these organi- 
zations would be to refer patients to the 
existing therapeutic agencies. In addition, 
contact and follow-up work with the fan- 
ilies of veterans should be planned in order 
to pick up early evidence of maladjustment, 
even though the veteran himself would not 
come for help. 


3. Attempts should be made to avoid the 
development of a compensation neurosis. 
Compensation should be settled as soon a 
possible and in a lump sum. Compensation 
should be used as an incentive toward get- 
ting rid of symptoms, rather than holding 
on to them. 

4, Plans should be made for explaining to 
the families of servicemen the factors it- 
volved in the readjustment process. The 
family could be of inestimable help, not only 
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in noticing untoward reactions, but also in 
a therapeutic capacity. 

5. The psychiatrist must accept the role 
of a public health worker with these cases. 
since there will be a shortage of psychiatric 
personnel, the psychiatrist could, through 
courses and lectures, help educate other phy- 
sicians and lay workers to take part in edu- 
cational and therapeutic procedures which 
might alleviate some of the unhappiness and 
maladjustment now occurring among dis- 
charged veterans. 

6. The present resources for psychiatric 
treatment are represented by rehabilitation 
clinics which are rapidly developing in dif- 
ferent communities. In addition to the reg- 
ular treatment of well-developed neuroses, 
such clinics might offer an evaluation serv- 
ice, making a diagnosis of social liabilities 
and assets. 

7. Finally, it seems imperative to realize 
that our present knowledge is inadequate, 
that much is speculation instead of factual 
observation. The development of small re- 
search centers with sufficient funds and with 
skilled personnel as fact-finding agencies 
should take place simultaneously with any 
other planning. 
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One Year's Experience of A Veterans’ N europsychiatric Clinic 
CLARENCE A. BONNER, M.D.* and LEO MALETZ, M.D.** 


A clinic organized for the purpose of 
helping discharged veterans and rejectees 
from service was established at the Salem 
Hospital by the Massachusetts Department 
of Mental Health. It was felt that there 
would be a growing need for such a clinic 
in the community as more men returned and 
that the functioning of the clinic could be 
effectively carried out by the psychiatric 
personnel of the Danvers State Hospital. 


— 


*Superintendent, Danvers State Hospital, Hathorne, 

Mass, 

‘in Clinical Director, Danvers State Hospital, Hathorne, 
3. 


At the start it was necessary to acquaint 
the community and social agencies with the 
existence and function of a veterans’ clinic. 
In this way referrals came through various 
sources, namely, the American Red Cross 
(which referred the greatest number), Sol- 
diers’ Relief and veterans’ organizations, in- 
dustry, hospitals, social agencies and rela- 
tives. Some patients came to the clinic 
directly when they read the notices about 
it in the newspapers. We have considered 
broadening the scope of this clinic to admit 
anyone with relatives in the service and 
whose psychiatric disorder relates to the 
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war. Thus, members of a serviceman’s fam- 
ily, who have had difficulty in adjusting to 
separation, and who have developed anxiety 
or depressive syndromes, would be eligible 
for treatment. It is a free, independent 
clinic, operating as a community project. If 
the project continues under its present or- 
ganization, it can easily be adapted to meet 
the changing needs in the community. 

We are in the process of organizing an 
advisory board consisting (1) of those per- 
sons in the community who are in contact 
with veterans presenting psychiatric prob- 
lems; (2) those whom we should acquaint 
with the services the clinic offers and who 
can, in turn, through their position, inter- 
pret the clinic to the public; (3) and those 
who can help us carry out clinic recommen- 
dations to effect an adjustment for these 
veterans. 


Many of the cases have been referred 
only after serious psychiatric abnormalities 
have developed. Men discharged from serv- 
ice for neuropsychiatric reasons should be 
immediately referred to clinics of this type 
for psychiatric care and guidance by the 
federal and private agencies. Unfortunately, 
there is still considerable stigma attached 
to psychiatric illness, and it takes a good 
deal of suggestion and interpretation in 
many instances to prevail upon a patient to 
attend such a clinic. 

The following is a report of 30 patients. 
An analysis of the type of service and rank 
reveals two of the patients were non-com- 
missioned officers; the others were privates 
or seamen. Two-thirds of the group (20) 
had only domestic service; 8 had foreign 
service; and of these, 4 saw active combat 
service. Thus, in only a small group did we 
have to consider conflicts relating to actual 
combat experience and employ the tech- 
niques of desensitization. 

In one-third of the patients, there was no 
evidence of mental disorder or serious per- 
sonality defect preceding induction into 
service. In the other 20 cases are found 
such symptoms as convulsive seizures, poor 
school and work adjustment, personality de- 
fects, including seclusive and asocial ten- 
dencies, strong feelings of insecurity, re- 
sentment of discipline, emotional distur- 
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bance, such as, depression with suicida] 
threats, night terrors and instability, go. 
matic and visceral disturbances include 
headaches, gastrointestinal complaints, f9. 
tigue and sleep disturbance. It is question. 
able whether all these conditions could pe 
identified within the four minutes usually 
allotted for neuropsychiatric examination at 
the induction center. 

Socio-economic factors play a very signifi- 
cant role in the rehabilitation of the return. 
ing veteran. 
life after the unusual conditions of military 
service presents a difficult problem even for 
the well-integrated personality. 

Marital problems appear in many of the 
cases. So many men feel that when they 
return after several years of service they 
can resume their former lives without sig- 
nificant change. However, the important 
factor, which is not understood, is the 
change in the personality structure of the 





The readjustment to civilian | 


veteran, resulting from the duress of war, | 


Husband and wife must become acquainted 
all over again and make adjustments to the 
changes that have taken place. One-third 
of these patients (10) were married, and an 
additional 4 had been married but are now 
separated. 

One patient was secretly married while in 
the service. He lived with his wife only a 
few days at a time at infrequent intervals. 
She continued to live with her parents, who 
were unaware of her marriage. Since the 
patient’s discharge from service, he finds 
that his feelings toward his wife have cooled 
considerably. This patient is in serious con- 
flict, with strong guilt feelings because of 
his inability to fulfill his marital vows; since 
he does not have any real affection for his 
wife. He has a multitude of somatic com- 
plaints with mood depression, which he at- 
tributes to unpleasant working conditions 
and wants to make some change in his work. 
His underlying conflicts, however, relate to 
his marriage and, until these are resolved, 
one cannot expect real improvement in his 
psychiatric symptoms. It was suggested to 
him that he make an honest effort to give 
his marriage a trial. That he bring his 
wife to clinic for an interview. However, 
he did not keep his appointment and when 





seen subsequently, was loath to discuss his 
failure to appear at clinic. Some progress 
is ndw being made in discussing and inter- 
retiig his marital conflicts and he has 
promised to bring his wife to clinic soon. 

In two other cases, attempts at marital 
adjustment terminated in failure. One of 
these patients presented evidence of an early 





schizophrenic disorder with moderate dis- 
sociation consisting of emotional flattening 


~ and asocial behavior. The other patient was 
” | antagonistic and paranoid in his manner and 


presented a serious personality defect. 

Economic factors complicate and have a 
direct bearing upon the marital adjustment. 
The family may require assistance in work- 
ing out the budget and finances and the pa- 
tient may require advice and guidance in 
reference to his work. Finding a satisfac- 
tory job for the veteran is vital to his re- 
adjustment in civilian life. Self-support in 
our society is essential to. self-respect. 


The veteran says he feels “rusty” and 


' finds it difficult to get back into the routine 


of his job. It may take a long time for good 
work habits and the reflexes involved in 
skilled workmanship to become reestab- 
lished. During this difficult period of trial, 
constant reassurance may be required to 
keep the veteran at his work. 

Approximately one-half (16) of the pa- 
tients have changed their occupation since 
their discharge from service. In many of 
these cases, there is dissatisfaction with the 
job, trivial complaints in relation to work 
are exaggerated; and inner conflicts are pro- 
jected upon the employer or co-workers. 
Careful adjustments have to be made be- 
tween employer and patient. Naturally it 
is difficult for the veteran who has become 
accustomed to authority and prestige to be 
relegated to a subordinate and inferior posi- 
tion in industry. There is the desire to seek 
employment and opportunity in other sec- 
tions of the country and this obviously rep- 
resents a simple mechanism of escape. One 
patient, a schizophrenic, wanted to enlist for 
construction work in the Aleutians. An- 
other, a severe psychoneurotic, wanted to 
go to the West coast, where he could start 
anew, and where he would not be disturbed 
by his family or friends. A third youth, of 
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dull normal intelligence, had heard from a 
fellow serviceman of opportunities in Ne- 
vada, and was eager to pull up stakes and 
take his fiancee with him. 

In all of these cases, the patient was dis- 
couraged from changing his environment as 
it was felt that it was important to his ego 
development that he effect a satisfactory 
adjustment in his present situation and that 
there be tangible proof of better occupa- 
tional advantages before such a change was 
made. 

One man, who had had intensive combat 


experience in the Guadalcanal and Tulaga 


campaigns, came to clinic very reluctantly. 
He had been referred by his local Legion 
Post. There was a great deal of uncon- 
scious aggression which had been converted 
into obscene speech and projected into bit- 
ter criticism of the military and medical 
authorities. While in a military hospital, 
he had been given increasing dosages of 
amytal for sleep, over a six-month pericd. 
Since his discharge from service, he has 
had marked disturbance of his sleep pat- 
tern, which he attributed to his horrifying 
war experiences and to the excessive amytal 
medication. His employer has been very 
understanding and has arranged for part- 
time employment. Whenever the patient 
felt distressed, he was allowed to leave his 
work for that day. 

When he first came to clinic, he was un- 
willing to describe his combat experiences. 
He spoke with considerable hostility con- 
cerning the morbid curiosity of his relatives 
and friends, who would come to his home 
and question him, so that he developed 
marked asocial tendencies and would refuse 
to meet people when they came. On sub- 
sequent visits, he began to talk about his 
traumatic war experiences and desensitiza- 
tion of these anxiety-producing memories 
was instituted. He was revolted by the ut- 
ter lack of respect shown by American sol- 
diers for the Japanese dead and by the bru- 
tal conditions of that type of warfare. At 
this point, he is also in need of reassurance 
and interpretation of his symptoms. 

In evaluating progress for this group, one 
must give special consideration to the prob- 
lem of compensation. One-third of all the pa- 
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tients are receiving compensation in 
amounts ranging from 10% to 80%. Two 
patients are dependent upon Soldiers’ Re- 
lief. In several patients, there is consid- 
erable complaint regarding the inadequacy 
of compensation. One man was quite in: 
dignant because he was receiving only 10% 
disability, although he was able to work 
regularly. His complaints were largely so- 
matic in nature and were quite fixed. In 
this particular case, there was strong sus- 
picion of malingering. In another case, re- 
cently referred, 30% disability was allowed. 
Psychiatric symptoms consisted of severe 
headaches, dizziness, nightmares, together 
with withdrawal and vague ideas of refer- 
ence. Since leaving the service in July, 
1943, he has been idle, subsisting on the 
compensation and aid received. His daily 
program consisted of taking long, solitary 
walks, going to three or four movies a week, 
or as many as his budget would allow, and 
going occasionally to football games, always 
alone. When limited work was suggested to 
him, he immediately expressed considerable 
resistance and stated that he had been told 
by his physician that his type of illness 
would take about three years to cure. There 
is much in his behavior and attitudes to sug- 
gest an early schizophrenic process and 
work therapy, therefore, is extremely im- 
portant in his case. 


A veteran of the first World War presents 
a rather interesting picture of a compensa- 
tion neurosis of long standing. After leav- 
ing service, he married and now has seven 
children. For a period of time he was on 
the W.P.A., but since 1937 he has been un- 
employed and has been living on Soldiers’ 
Relief to the extent of $124.00 per month. 
His complaints are also chiefly somatic, with 
generalized aches and pains referred to his 
neuro-muscular, gastrointestinal and cardio- 
respiratory systems. Despite the fact that 
he states he “is utterly incapacitated for 
work,” he is able to walk several miles and 
spends a good deal of time at a social club. 
We have attempted various methods of stim- 
ulating him to accept part-time employment. 
In this case there is the disturbing factor 
that employment will reduce his aid accord- 
ingly and this hinders our efforts to re- 
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habilitate him. Malingering or exaggers, 
tion of his ailment is strongly suspected, 

A 25-year-old veteran saw service in th 
Aleutians where he was stationed for g 
proximately one and one-half years, The 
first eight months he was a mess Sergeant 
and liked the work. He then became jp, 
volved in some difficulty with his superio, 
officers because, as he put it, “they felt that 
he was catering too much to the privates” 
He requested a transfer to radio work byt 
did not adjust and shortly developed sever 
abdominal pains and insomnia, requiring 
opiates. He was given a medical discharge 
in January, 1944, and since then has mar. 
ried and apparently has made a good mari. 
tal adjustment. At first the abdominal pains 
affected his work and he lost considerable 
time. There has been progressive improve. 
ment in his symptoms and he is now work. 
ing steadily. The headaches and the anx. 
iety attacks with palpitation, which had 
complicated the picture, have largely sub. 
sided. He is fundamentally an immature 
and inadequate person with much insecwr. 
ity in his childhood. His father died before 
the patient was born and his mother sub 
sequently remarried. Considerable hostility 
was directed toward the stepfather. The 
patient states that he enlisted in the service 
in order to get away from the home situa. 
tion. His wife is a maternal person and ap- 
pears to fill the unconscious need in his case, 
His response to psychotherapy has _ been 
satisfactory. 

There were three cases that could be con- 
sidered neurological problems: the first, a 
post-traumatic syndrome, with symptoms of 
headache, dizziness, disturbed eating and 
sleeping habits and ready fatigue, which ir 
terfered with his work. This patient showed 
marked improvement and he had only occa 
sional residual headaches when last seen. 

The second case presented a rare neuro 
logical problem—‘“Kinnier Wilson’s” dis 
ease. The illness developed while the per 
tient was in service, with more involvement 
of the right side of his body. Although this 
is a progressive disease, he has shown som 
improvement in his attitudes and spirits. 

The third patient suffered from multipk 
sclerosis with symptoms of some nine yeals 
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duration, in spite of which he was accepted 
for military service. He spent most of his 
army life in the military hospital. Through 
his clinic contact, he was admitted to the 
general hospital in his city for histamine 
therapy and the expenses incurred were paid 
by the city. The patient has shown some 
improvement in the neurological findings 
and subjectively shows an improved mental 
attitude. He is now receiving occupational 
therapy at the Danvers State Hospital and 
the Red Cross has arranged for his trans- 
portation. 

In conclusion, 11 cases showed moderate 
to excellent progress, and an additional 6 
showed slight improvement. Two of the pa- 
tients were committed to mental institu- 
tions with major psychoses. The largest 
group of patients (13) was diagnosed psy- 
choneurosis of one form or another; 8 were 
diagnosed early schizophrenia. Other‘ di- 
agnoses include: Epilepsy, immaturity, per- 
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sonality disorders not classified, 3 borderline 

intelligence and the 3 organic neurological 

cases. 

We feel that our experience, though rela- 
tively limited, has given us some insight into 
the problems of the returning veteran and 
has revealed to us the magnitude of the 
work involved in his readjustment and re- 
habilitation in the post-war period. 
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A more effective method of treatment for 
the large number of open-ward type of neu- 
ropsychiatric disorders in the service has 
been developed by the Army Medical De- 
partment. The majority of patients with 
nervous and mental disorders are now in- 
cluded in the Reconditioning Program. As 
soon as the necessary investigative proce- 
dures have been completed, open-ward type 
cases are sent directly from the debarkation 
hospitals or other Army Service Forces hos- 
pitals in this country to the convalescent 
hospitals located in each of the nine serv- 
ice commands. “Early in the war, Army 
psychiatrists were primarily concerned with 
the disposal of psychiatric cases. Attention 











has now been shifted from diagnosis and 
disposal to prevention of mental casualties. 
Length of combat, exhaustion, extremes of 
temperature, mental fatigue, misassignment, 
poor leadership, lack of personal conviction 
about the necessity for fighting the war and 


*From the Reconditioning Consultants Division, Office 
of The Surgeon General. 
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The P sychiatric Patient in the Reconditioning P rogram ~ 
LT. COL. WALTER E. BARTON (M.C.) A.U.S. 


other factors were found to precipitate psy- 
chiatric disorders.’” 

An educational program was undertaken 
as a step in prevention. All military per- 
sonnel were taught the principles of good 
mental hygiene. Out-patient consultation 
services were established in all training cen- 
ters and psychiatrists assigned to combat 
divisions. Importance of early treatment of 
psychiatric casualties has also been empha- 
sized. 

“Experience has shown that the majority 
of patients with mental and emotional up- 
sets are benefited by the prompt institution 
of a planned program . which prevents 
apathy, morbid introspection and preoccu- 
pation with the somatic manifestations of 
emotional disturbance. Prolonged hospitali- 
zation tends to fix the symptoms rather than 
alleviate them. In order to achieve the max- 
imum benefit, any patient who has even a 
remote chance for salvage for further mili- 
tary service will be given a trial in recondi- 
tioning.’ 
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“Psychiatrists will find nothing new in the 
principles of reconditioning. For years, 
progressive mental hospitals have scheduled 
a full day of varied activities as a part of 
the treatment of those with emotional dis- 
orders. Insistence on self-care, the develop- 
ment of self reliance, the acceptance of 
responsibility, occupational therapy, the de- 
velopment of new interests and participa- 
tion in recreational activities have charac- 
terized the efforts to prevent morbid pre- 
occupation with disease and disability and 
to develop instead constructive socializing 
group interests. The Army Reconditioning 
Program incorporates these proven prin- 
ciples into the requirements of military ne- 
cessity.’’® 

“In August of 1948, the Reconditioning 
Division, in cooperation with the Neuropsy- 
chiatry Division of The Surgeon General’s 
Office, undertook to learn if patients with 
emotional disturbances arising out of mili- 
tary experiences could be returned to duty 
through the application of a modified recon- 
ditioning program. To test this premise, 
the Mental Hygiene Unit was established as 
a section of the convalescent facility of the 
England General Hospital, Atlantic City, 
New Jersey. The unit was housed in a 
boardwalk hotel and consisted of a psychia- 
trist, psychiatric social workers and clinical 
psychologists, all with broad experience in 
mental hygiene clinic practice in a Reception 
Training Center. A military environment 
was created which simulated a trial of duty. 
At the same time, excellent recreational and 
entertainment opportunities were readily 
made available. An important feature of 
the treatment program was an analysis of 
each patient’s abilities and the effort to re- 
direct him into a job he could perform in 
the Army. Almost without exception, rec- 
ommendations made were for service within 
the limits of the continental United States. 

From January 1944 through June, a large 
group of patients were admitted to the Men- 
tal Hygiene Unit from hospitals in the Sec- 
ond Service Command (New York, New 
Jersey). Fifty-eight percent of the ad- 
mitted patients were from overseas. Dur- 
ing the period of study, 70.5% of the pa- 
tients were returned to duty. A question- 
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naire was sent to the Commanding Officer 
of the unit to which the patient was yp. 
turned and he was invited to evaluate the 
physical and mental status of the patient 
and his adjustment to his duty assignment 
and also indicate what kind of an assign. 
ment the patient had been given. More than 
80% were reported performing satisfactorily 
on duty. Recommendations made by the 
Mental Hygiene Unit for duty assignment 
had been followed in 70% of the cases, 

It is recognized that the above study was 
made upon a selected group of cases. Only 
those neuropsychiatric patients were sent to 
the Mental Hygiene Unit that the psychia. 
trist in the general hospital felt had a reg. 
sonable chance of further service. The ya. 
lidity of the Commanding Officer’s statement 
as to satisfactory adjustment of the patient 
to his duty assignment is also open to some 
question. Efficiency reports may not give 
a true picture of the activity of symptoms, 
Nevertheless, it was felt that results re. 
ported in this tentative form were suff. 
ciently meritorious to greatly extend the 
placement of neuropsychiatric patients ina 
reconditioning section. Similar assurances 
came from the experiences of the Camp 
Swift Station Hospital and from the retrain. 
ing centers at Camp Lee, Fort Belvoir and 
Aberdeen Proving Grounds. From 50 to 
80% of neuropsychiatric patients in these 
units were reclaimed for further duty.” 


THE RECONDITIONING PROGRAM 


There are five major aspects of the new 
ropsychiatric reconditioning program: Psy- 
chiatric treatment, educational activities 
occupational therapy, physical recondition 
ing and recreation. (See Figure 1.) 

1. Psychiatric Treatment. 

a. “Individual psychotherapy is the mos 
important form of psychiatric treatment 
The shortage of trained personnel and th 
limitations of time, however, do not permit 
it to be used as a routine measure. Indivié 
ualized approaches should be used whet 
ever indicated. Where individual therapy 
is indicated, it should take preference ovt 
the remainder of the program, and it mi 
be that certain trainees will require sot 
individual handling before active partici 
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tion in the entire program can be expected 
of them. It must be understood that the 
program itself and the group method of 
handling the men does not involve disregard 
of the individual and his problems. While 
the working through of unconscious prob- 
lems forms the basis for the most satisfac- 
tory type of recovery, it is not expected that 
it will be possible to do more than assist 
patients in gaining relatively superficial in- 
sight. 

b. Group therapy is the only practical ap- 
proach to the psychiatric treatment of the 
large numbers of patients that must be han- 
dled by the few available psychiatrists. One 
or several of the methods of group psycho- 
therapy should be employed. Lectures and 
group discussion methods have been found 
most useful. The mental hygiene lecture 
method for a large group up to 200 or 250, 
followed by discussion, has been used with 
success. Topics to be covered may include 
personality development, psychology of ad- 
justment, relation between bodily functions 
and emotions, causes for anxiety and what 
to do about them, adjustment problems aris- 
ing in the Army, problems arising in com- 
bat, a healthy viewpoint toward being in the 
service, and mental mechanisms. Open dis- 
cussion of individual problems is most ef- 
fective in small groups of 10 to 30 men. 
Brief talks on anatomy and physiology are 
used to start the discussion or talks on psy- 
chosomatic relationships with examples of 
nervousness in general, using case material, 
or on instincts and conflicts, on sexual de- 
velopment and its role in the neuroses, on 
fear and on self-treatment have been help- 
ful.” 

“The type of therapy that can be accom- 
plished in groups will necessarily be more 
superficial than that which can be accom- 
plished by individual therapy. It is non- 
specific in character and cannot be expected 
to accomplish that which intense individual 
therapy can do. However, in addition to 
the economic advantage of group treatment, 
it can be more effective in removing atti- 
tudes of suspicion and hostility. Contrary 
to what might be expected, it offers a me- 
dium for some to express themselves more 
freely. Personal problems are minimized 
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and seen in a broad perspective. Guilt feel- 
ings concerning failure and incapacity with- 
out visible organic disease to justify such 
failures are partially relieved in the recog- 
nition that others have similar disorders. 
The individual problem is partially trans- 
formed into a group problem.””® 

2. The educational activities occupy about 
three hours of the daily program. Two hours 
of this time are spent in either shop prac- 
tice, industrial therapy or occupational ther- 
apy. Purposeful work activities form the 
basis of the program. Subjects include those 
that surveys have shown were of the great- 
est interest. Automotive mechanics, business 
administration, radio, electricity, graphic 
arts, carpentry, music, arts and crafts are 
among the activities from which a man 
must elect a course. An additional hour of 
motivation, orientation or academic study, 
correlated with shop work, is offered. 

3. Occupational therapy is necessary for 
the more severe psychiatric problems that 
cannot adjust immediately to the demands 
of shop practice classes or other more seri- 
ous pursuits. The conventional arts and 
crafts form the basis of their program. The 
supervision by understanding occupational 
therapists is often the entering wedge to 
improvement. 

4. Physical reconditioning activities take 
up from two to three hours in the daily 
schedule. There is a period for conditioning 
exercises and gymnasium work-outs. The 
remainder of the time is spent in interesting 
recreative games, competitive sports, bicycle 
trips, hikes and the like which are healthy 
outdoor activities but, at the same time, pro- 
duce mental improvement. 

5. Recreation is an important part of the 
program and consists not only in the pro- 
vision of entertainment but in an oppor- 
tunity for active participation in games, mu- 
sic, soldier shows and dances. 

“The reconditioning program for many 
neuropsychiatric patients will constitute 
their only treatment in contrast to medical 
and surgical cases where active therapy has 
given way to convalescent care. Such re- 
conditioning will include individual and/or 
group psychotherapy and participation in 
prescribed activities designed to overcome 
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psychiatric difficulties. Programs for these 
patients, therefore, will be formulated and 
carried out with the approval and active 
assistance of the psychiatrists.’” 


DISCUSSION 

The first step toward the establishment of 
a reconditioning program for neuropsychia- 
tric patients was the recognition of the need 
for treatment. Earlier in the war, the Army 
Medical Department had been content to 
dispose of the patient who could not render 
further useful service. 

Another important step was the recogni- 
tion that through an active treatment pro- 
gram many men could be salvaged for fur- 
ther service and thus eliminate a tremen- 
dous source of manpower wastage. It also 
proved highly desirable to keep patients out 
of hospital wards where the concept of ill- 
ness was exaggerated. It has been impos- 
sible to treat the large number of neuropsy- 
chiatric patients individually. The use of 
the clinical psychologists, military psychia- 
tric social workers, and educational instruc- 
tors as counselors and advisors makes it 
possible to build a sense of personal im- 
portance and give the individual recognition 
and understanding that is so fundamental 
to rehabilitation. 

From discussion groups, patients have 
gained assurance of the normality of their 
responses and the recognition of the simi- 
larity of their illness with others. Through 
talks, discussions, films, radio, posters, etc., 
motivation and incentive are supplied which 
give point and purpose to the fighting of the 
war and the sacrifices endured. Healthy 
outdoor activities, competitive games and 
sports promote a sense of well being and 
reestablish group identification. The inter- 
esting shop classes and purposeful tasks de- 
velop the capacity of the individual. 

SUMMARY 

The Army’s Convalescent Reconditioning 
Program offers a new plan of management 
of neuropsychiatric disabilities in the Army. 
Service personnel suffering from psychoneu- 
roses are now being sent directly from ports 
of debarkation to convalescent hospitals in- 
stead of being confined to hospital wards as 
before. A planned program provides physi- 
cal conditioning by means of conditioning 
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exercises, games and sports, and features an 
educational program with group Psychother. 
apy, motivating orientation lectures ang ap 
plied shop and vocational activities, Many 
men are being salvaged for further duty 
and those being discharged from the Army 
will be helped, it is hoped, to a better ciyj. 
ian adjustment. 
FIGURE I 


Sample Program for Neuropsychiatric Patients in 
the Reconditioning Program in U.S. Army Conva- 
lescent Hospitals. 

0630 Reveille. 
0700-0730 Mess. 
0730-0800 Fatigue Details. 
0800-0850 Physical Reconditioning, conditioning ex. 
ercises, gymnasium work. 
Educational and Training Classes or (¢. 
cupational Therapy — Business Adminis. 
tration, Radio, Electricity, Communica. 
tions, Automotive Mechanics, Woodwork. 
ing, Graphic Arts, Music, Dramatics, Pho. 
tography, Agriculture, Arts and Crafts, 
News Analysis. 
Mail Call. 
Free Period. 
Mess. 
Group Psychotherapy—s times weekly. 
Educational Hour—2 times weekly (con- 
cerned with orientation, motivation pro. 
gram) guest speakers, current problems, 
panel discussions, military and vocational 


0900-1100 


1100-1115 
1115-1130 
1130-1200 
1200-1300 
1300-1400 


films. 
1400-1530 Physical Reconditioning and Recreation, 
Competitive games, sports, athletics, 


swimming, hiking, bicycling, outings. 
Free Period for elective activities. (At- 
tendance at one is compulsory.) Off-duty 
education, language classes, technical 
classes supplementing shop work, photog- 
raphy, music, band practice, show rehear- 
sals, gardening, arts or hobbies. 

Retreat. 

Mess. 

Entertainment—Movies, USO shows, con- 

certs, guest entertainers, soldier shows, 

dances. Saturday afternoons and Su- 
days are open. 
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ler. Serving the Veterans 
ap SAMUEL TARTAKOFF, M.D.* 
any 
uty To serve the veteran is a privilege. To In the case of the veteran discharged 


my serve him well is the challenge that con- from the service for medical reasons, the 
vil fronts us all. Whether our approach to the application, together with detailed military 
problem be impelled by our interest in or medical records, are forwarded without de- 
| affiliation with a nursing group, a medical lay to the appropriate Veterans Administra- 
hs group, or a group representing Army, Navy, tion office. A preliminary determination is 

Coast Guard, Veterans Administration, Sol- made as to whether the condition respon- 
diers’ Relief, Red Cross or Veterans Center sible for separation from the service, or any 
on a local or national level, our ultimate goal other medical condition noted at the time of 
&- | is to approach and to acquire, so far as pos- discharge is due to military service or ag- 
Oc. | sible, that state of social adjustment that is gravated by such service. If service con- 
me the highest the individual can attain—and nection is established, a decision as to the 
tk. | out of which, he or she will secure the great- degree of disability produced in the veteran 
"ho- | est degree of personal happiness and satis- is made by a board, composed of three men 
faction. —a doctor, a lawyer and a vocational ex- 


The Congress has created a Veterans Ad- pert—whose function it is to determine the 
ministration charged with the responsibility degree of incapacity produced by medically 
ky. | of serving veterans of all wars in accordance established conditions. 
nro} With laws and established policies. The If the condition is construed to be sexv- 
ms, # prime responsibility of the Veterans Admin- ice connected, this same board further de- 
mall istration is the ultimate readjustment and termines whether such service connected 
ion, | rehabilitation of the veteran. This task in condition produces a vocational handicap. 
es | its broadest sense comprehends every phase A vocational handicap is deemed to exist if 
At-] of a veteran’s life and existence. the condition may reasonably be expected 
uty In this paper, I limit myself to a discus- to interfere with the regular and efficient 
‘og- | sion of service to the veteran from the point employment of the subject in his trade or 
ea} of view of the Veterans Administration. I profession, prior to entry into service; or, 
enumerate those services or, if you wish, in the case of an individual who had no prior 

rights and privileges that are offered to vet- trade or profession, to interfere with the 
a erans. These are more readily understood regularity and efficiency in the performance 
uf if applied to an individual case and I will of any work. 
therefore use this approach. After these decisions are reached, further 

Prior to discharge from active military consideration is given to determine the 
service (for medical reasons), the soldier feasibility of vocational training. It is ap- 
uef or sailor is acquainted with his right to parent that certain cases, with service-con- 
apply for benefits to which he may be en- nected conditions producing vocational han- 
™ | titled under the Veterans Laws. That right dicaps, may not be feasible for training—de- 
exists for all persons discharged from the mentia praecox cases, cases with profound 
fay | 2Ctive service without time limitation. The brain injuries with associated paralyses, are 
uf Primary purpose in considering the appli- not suitable for vocational training. 
cation is to determine whether the veteran Vocational training, if recommended, may 
is entitled to a pension or other monetary _ be in any field of endeavor for which the sub- 
benefits, but other questions are so closely ject has not only the desire, but sufficient 
wy, tied in with the pension determination, that physical, intellectual and emotional stamina 





tr they will be discussed together. to be capable of successfully completing the 
ii training. 
fe 
*Chief Neurological Service, West Roxbury Veterans’ lf the veteran has been separated from 
Administration Facility. the service for reasons other than medical, 
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and under conditions other than dishonor- 
able, an application or claim, may be filed 
with the Veterans Administration, and an 
adjudication of his right to pension, of the 
existence of a vocational handicap, the fea- 
sibility of training, and the granting of vo- 
cational training, will be made just as in the 
case of a service-connected medically dis- 
charged service man. 

If no service-connected condition is estab- 
lished, or if one exists that does not, in the 
opinion of the board, cause a vocational 
handicap, the subject may, under the provi- 
sions of “The Servicemen’s Readjustment 
Act of 1944,” popularly known as the “G.I. 
Bill of Rights,” take advantage of educa- 
tional and training opportunities. Among 
other things, that law provides that 

“any person, who was not overtwenty-five 

years of age at the time he entered serv- 

ice, shall be deemed to have had his edu- 
cation or training impeded, delayed, inter- 
rupted or interfered with” 
and further education and training shall be 
provided at government cost up to certain 
stipulated amounts in 

“all public or private elementary, secon- 

dary and other schools, furnishing educa- 

tion for adults; business schools and col- 
leges, scientific and technical institutions, 
colleges, vocational schools, junior col- 
leges, teachers’ colleges, normal schools, 
professional schools, universities and 
other educational institutions, and shall 
also include business or other establish- 
ments providing apprentice or other train- 
ing on the job, including those under the 
supervision of an approved college or uni- 
versity or any State Department of Edu- 
cation, or any State apprenticeship agency 
or State Board of Vocational Education, 
or any State apprenticeship council, or 
the Federal Apprentice Training Service, 
or any agency in the executive branch of 
the Federal Government, authorized un- 
der law to supervise such training. 

Pension Entitlement: 

Each person disabled by injury or dis- 
ease, due to or aggravated by service, is en- 
titled to a monetary award; not on a needs 
basis, not on the basis of charity, but on a 
determination of the percentage that it is 
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established that a particular disease or in. 
jury, or the residuals of the same, wil] in- 
terfere with the subject’s occupational] ad- 
justment. A definite schedule of ratip 
has been compiled making possible like dis. 


ability ratings for comparable diseases op | 0 


injuries. 
Pension payments for service-connecteg 
disabilities range from ten percent to One 
hundred percent in degree and, under ex. 
isting regulations, from $11.50 to $115.9 
per month in money. In addition, speciaj 
awards for anatomic loss of, or loss of uge 
of a part—and for services of attendants 
where they are actually required to care for 
the needs of the veterans may be made, 
To persons who have served ninety days 
or more in a war period, as defined in the 
act, an award of pension may be made for 
disability considered to be permanent and 
total, in cases where the incapacitating dis. 
ease or injury, or combination of the two, is 
not due to military service. 
In evaluating cases presented for the es. 
tablishment or denial of “service connee. 
tion,” consideration is given to the inexact. 
ness of medical knowledge. Many conditions 
are so insidious in their onset that the date 
of onset of the disease cannot be fixed. For 
that reason, certain constitutional disease 
are presumed to have been incurred in serv- 
ice if they are shown to exist to an ines 
pacitating degree, within one year from the 
date of separation from service. Examples 
of this type of case are gastric ulcer and 
organic diseases of the central nervous sys 
tem. In World War I tuberculosis or net- 
ropsychiatric disease becoming manifest to 
a disabling degree prior to January 1, 19%, 
were presumed to have been incurred in mil 
itary service and service connection granted 
Insurance Benefits. Under terms of tht 
War Risk Insurance provisions, veterans 
World War I were privileged to apply fo 
term insurance at low cost, with thet 
peated extension with ultimate conversia 
rights of term policies to most of the usu 
forms of regular life insurance policies. 
Under the new National Life Insurant 
Act, most, but not all of the benefits of Wa 
Risk policies issued during World War I, & 
come available to World War II veterans. 
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in Medical Care. Under the law any veteran own adjustment in the community without 
. of any War, not dishonorably discharged further assistance from us. Thousands upon 
ad. from service, and any veteran, who, having thousands of others, will, in spite of all of 
ingy | served in peacetime, and who was surveyed the rights and benefits extended to them, 

out for disability incurred in line of duty, fail of adjustment in varying degrees—and 
or who is in receipt of pension for service in this group, our service must be contin- 
incurred disability, shall be entitled to hos- uous, from initial contact to an end result 
cted | pital care in a Veterans Administration Fa- through the training period, overcoming its 
one | cility for any condition requiring hospitali- pitfalls, through in and out-patient care, 
ex. | zation, and under certain conditions, with through special services—legal, social, occu- 
prior authority granted by the Veterans Ad- pational; all directed to the end that the 


S or 


~ ministration, hospitalization for service- adjustment shall be accomplished or a fail- 
use | connected conditions, in designated contract ure of adjustment shall be due to no lack 
nts | hospitals. Veterans facilities are distributed on our part in the utilization of all available 
for | widely throughout the United States. and necessary resources. 


Special problems of malignancy and those Our service to the veteran must, of neces- 
requiring brain surgery or extensive tho- sity, be on an individual basis. The man’s 
racic surgery are sent to designated hospi- heritage, his personality evaluation, his in- 
for{tals under Veterans Administration juris- tellectual capacity, his emotional responses, 
and} diction. his environmental setting, his desires, aspi- 
dis} Out-Patient medical service is available at rations, drives; all must be evaluated on an 
numerous centers and the scope of this serv- individualistic basis in order that sane, ma- 
ice will undoubtedly expand rapidly as the ture, acceptable, reasonable judgments may 
es-fneed arises and as personnel becomes avail-_ be arrived at, not only in an evaluation of 
ne¢-Jable. Any veteran is entitled to needed out- the presenting problems, but more particu- 
act-| patient treatment for any condition due to larly in adopting the proper approach in 
ons] military service. In Boston, out-patient fa- each case from a therapeutic point of view. 
late} cilities are available at the Veterans Ad- The Veterans Administration, though the 
For} ministration Facility at West Roxbury and largest agency in the country dealing with 
ses}at the Post Office Building, Boston. Desig- the problem of veterans, recognizing its own 
1v-Inated physicians are located in all large limitation of facilities, must look to com- 
aI cities and towns, and with proper authority munity facilities to assist in providing many 
the}granted through headquarters in Boston, services in private and public facilities to 
les} veterans residing in those cities and in ad- meet veterans’ needs. The hospital systems 
ani} jacent areas, may receive adequate out-pa- —private, city and state, The American Red 
ysjtient treatment and supervision. After Cross, Army Emergency Relief, Navy Re- 
e:| World War I, sub-offices were established lief, veterans organizations, Soldiers’ Relief, 
,i}at strategic points throughout the State; other social and industrial agencies may be 
2i,jexaminations were made and treatments and are called upon for services, all of which, 
ui: /given with a minimum of inconvenience to added to what we can offer, lead ultimately 
ithe veteran. It can be expected that a simi- in the direction of satisfactory rehabilita- 
th}lar program will be instituted in the near tion. 

off future. . The complexity and the scope of the prob- 
fw} Service to the veteran through the Vet- lems presented are so great as to require the 
tjerans Administration includes unemploy- coordinated endeavors of all trained person- 
injment benefits, dependents’ benefits, and _ nel in their solution, and the ultimate level 
ul f loans. upon which these problems will be solved 
Many disabled through war, after having’ will be not on a national, nor on a state nor 
ef Xperienced the advantages of treatment in even on a community level, but rather on the 
jaf the services, will be prepared to make their level of the individual in his personal setting. 
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ROGERS MEMORIAL SANITARIUM 


OCONOMOWOC, WISCONSIN 
Telephone 448 


A PRIVATE sanitarium (incorporated not-for-profit) 
tor the treatment of 


Diseases of the Nervous System 
All approved methods of therapy ore used 


Resident Physicians 


JAMES C. HASSALL, M.D. CHARLES H. FEASLER, M.D. 
Medical Director HARRY W. HOUSLEY, M.D. 








iis ante. ities ~e ie Pu Rie bisa - 
An Institution for the study and treatment of Nervous and Mental Disorders. 
Write for booklet. 


JOHN H. NICHOLS, M.D., Medical Director* EST. 1898 HERBERT A. SIHLER, Director 
R. R. GOULD, M.D., Acting Resident Director *Military Leave EDMUND V. SIHLER, Assistant Director 
of Absence 


WINDSOR HOSPITAL 


CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7347 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n. 








NORTH SHORE HEALTH RESORT 
WINNETKA, ILLINOIS 


On the Shores of Loke Michigan 


@ Homelike Environment A completely equipped Sanitarium 
for the care of nervous and mental 


disorders, alcoholism and drug ad- 
diction, offering all forms of treat- 
ment, including electric and insulin 
@ Spacious Landscaped Grounds shock. 

Attractive restful surroundings 
@ Moderate Rates for convalescents. 


@ Attractive Furnishings 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 a? a Road Tel. Winnetka 211 











